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PART 1
Introduction
Recommendations
Conference Agenda
Welcome and Opening Remarks
Keynote Address

INTRODUCTION

High blood pressure (hypertension) is the primary cause of more than 20,000 deaths
annually in this country. This disease is a contributing factor to hundreds of thousands of
deaths from heart attacks and strokes, because it increases susceptibility to these events,
the number one and number three causes of death in America. Hypertension is a silent
killer because it produces no symptoms requiring medical attention in its early stages, and
currently affects 23 million Americans - one out of every seven adults.
Because this disease has now reached epidemic proportions, its control necessitates
such changes in health care as: (1) emphasis on early detection and treatment; (2) em
phasis on ambulatory services and preventive medicine; (3) expanded research into and
use of patient education; and (4) exploration of the potential contributions of paraprofes
sional personnel in conjunction with intensified efforts by health care professionals.
Present data on the prevalence of high blood pressure in Native American communi
ties are insufficient. However, health professionals serving this population consider it a
significant factor in morbidity and mortality in Native Americans. Consequently more
research and planning for health programs for these communities should be initiated.
As a result of a recommendation by the Committee on Hypertension in Minority
Populations, the first National Conference on High Blood Pressure in Native American
Communities was convened. The Conference was organized to provide an opportunity
for a wide cross-section of professionals and non-professional Native Americans to meet
together to discuss issues affecting the delivery and acceptance of high blood pressure
control and related health care.
Conference participants included health professionals and paraprofessionals, con
sumers of health services, and volunteer workers providing health services to Native
Americans. Tribes represented were San Juan Laguna, Chippewa, Apache, Sioux, Lumbee,
Lummi, Navajo, Pueblo, Peoria/Wea, and Cherokee/Choctaw.
Sponsored by the National High Blood Pressure Education Program and the Commit
tee on Hypertension in Minority Populations of the National Heart, Lung, and Blood
Institute, National Institutes of Health, it was an important step toward the coordination
of efforts between the National Program and the Native American community.
Papers presented here represent the most recent thinking on major hypertension
related issues for this population. While this document does not provide all the answers,
it should be considered a resource document for future efforts to control hypertension
in Native Americans.

CONFERENCE RECOMMENDAliONS

An important outcome of the National Conference on High Blood Pressure Control
in Native American Communities was the development of recommendations addressing
issues raised at the meeting. Conferees unanimously recommended the following, which
were submitted to the Committee on Hypertension in Minority Populations.

1.

Epidemiological studies on the prevalence of HBP and its impact on mortality and
morbidity in Native American populations be implemented in order to provide a
data base for future planning.

2.

Technical assistance be increased for planning and implementation of HBP control
programs in Native American communities, on and off reservations.

3.

Increased efforts be made to disseminate materials and information on HBP control
to all Native American communities.

4.

Policy making and review committees of NIH include more Native Americans.

5.

Resources be made available for the development of relevant educational materials
by Native American organizations.
Models, including case studies, for HBP control programs in Native American commu
nities be developed and disseminated.

7.

The priorities in HBP control as contained in these recommendations be transmitted
to the Indian Health Service.

8.

Representatives from the Bureau of Quality Assurance, Indian Health Service, NHBPEP,
American Indian Health Care Association, and other interested parties should meet to
discu'ss means of assuring high quality care in the treatment of hypertension in Native
Americans.

9.

A mechanism be established to ensure that these recommendations are implemented
and that periodic progress reports be provided to conference participants.

10.

Increased research be instituted in the area of non-pharmacological treatment of
hypertension and that special consideration be given to traditional Native American
health beliefs.

11.

The Association of American Indian Physicians review the joint National Committee
Report on Detection, Evaluation, and Treatment of High Blood Pressure and determine
its applicability to Native American populations.

12.

Funding be increased for HBP control activities in Native American communities.

13.

In the implementation of any and all of the above recommendations the involvement
of Native American individuals and organizations be top priority.
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CONFERENCE AGENDA

WEDNESDAY, APRIL 20, 1977
5:00 p.m.-8:00 p.m.

REGISTRATION DESK OPEN - Convention Lobby 
First Floor

7:00 p.m.-9:00 p.m.

SOCIAL HOUR (Cash Bar) - Board Room - First Floor

THURSDAY,APRIL~l,

1977

8:00 a.m.-9:00 p.m.

REGISTRATION DESK OPEN - Convention Lobby

9:00 a.m.-12:00 noon

OPENING PLENARY SESSION

Chesapeake Bay Room
Third Floor

Welcome and Opening Remarks
SOL BI RD MOCKICIN (Cherokee/Choctaw), Conference
Moderator
GEORGE E. "BUD" SKYE, PhD, MD (Peoria/Weal,
Committee on Hypertension in Minority Populations,
National High Blood Pressure Education Program
GRAHAM W. WARD, MPH, National High Blood Pressure
Education Program
Keynote Address
Native Americans in the Health Professions: Present Status
and Future Growth
GEORGE BLUE SPRUCE, DDS (San Juan Laguna),
Intra-Departmental Council on Indian Affairs
Panel Presentations
The Indian Health Service: Its Funding, Functions,
and Responsibilities
LIONEL H. deMONTIGNY, MD (Chippewa)
JOSEPH ANTHONY McQUINO (Apache)
Availability and Utilization of Services for Native Americans
in the Urban Community
WALTER HOLLOW, MD (Sioux)
CHERRY MAYNOR BEASLEY, RN, BSN (Lumbee)
Discussion

12:00 noon-1:30 p.m.

LUNCHEON ON OWN
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1:30 p.m.-4:30 p.m.

CONCURRENT WORKSHOPS

Commonwealth Room No.4
(Thursday) Second Floor

Workshop I: Specific Needs of the Native American
Communities in High Blood Pressure Control

Board Room
(Firday) First Floor

jO-ANNE E. LUTl (Chippewa), Presenter
Panelists:
NORINE SMITH (Chippewa), The Pros and Cons of
Community Controlled Programs
CAROL K. BERNARDS, MD, Education, Recruitment
and Follow-up
GLORIA j. JOHNSON, Community Motivation
NORINE SMITH (Chippewa), Recorder

Chesapeake Room No.1
Third Floor

Workshop II: Resources for High Blood Pressure Control
ROBERT ARTHUR LOCKLEAR (Lumbee), Presenter
Panelists:
JOHN E. MARSHALL, PhD, Health Services Administration
as a Resource
THOMAS E. MALONE, PhD, Grants and Contracts,
National Institutes of Health
ADELBERT L. CAMPBELL, MA, MPH, Funding and
Proposal Writing as a Technique
THERESA SPRY (Oglala Sioux), Recorder

Chesapeake Room No.2
Third Floor

Workshop I": Procedures Utilized in High Blood Pressure
Control Programs
KATHLEEN j. CHARLES, RN (Lummi/Omaha), Presenter
Panelists:
WALTER HOLLOW, MD (Sioux), Treatment and Management
of the High Blood Pressure Patient
GLORIA MARIE YAlli E (Navajo), Role and Responsibility
of the Physician and Staff
JANIS ARNOLD, RN (Pueblo), Role of the Ancillary Health
Personnel
PATRICK H. MATTINGLY, MD, Hypertension in Native
Americans: Alternative Treatment Programs
ROXAN L. WILKINS, RN, FNP, Record.:r
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Sky Room
Fifth Floor

Workshop IV: Increasing Public Awareness of the Dangers
of Hypertension
ROBERT VERA, MD (Apache), Presenter
Panelists:
ALICE M. PARSONS, RN, MPH, Utilizing the News Media
MARIE T. ALLEN, RN, MPH (Navajo), Developing a Message
ELMER G. RENEGAR, JR., MPH (Navajo), Consumer
Education and Public Awareness
ALBERT H. HARVEY, MPH (Navajo), Innovative
Educational Techniques
SH I RLEY M. ROSS (Navajo), Recorder

7:30 p.m.-9:00 p.m.

OPTIONAL WORKSHOP

South Room
Lower Level

Treatment of Hypertension: A Case Study
RICHARD HERRIER, PharmD
MAURICE SIEVERS, MD
DONALD BEDINGFELD, MD

FRIDAY, APRIL 22, 1977
7:30 a.m.-4:30 p.m.

REGISTRATION DESK OPEN

8:30 a.m.-1 0:30 a.m.

REPEAT OF CONCURRENT WORKSHOPS - (Workshop I moves
to Board Room, First Floor - All others, same as Thursday)

10:30 a.m.-12:00 noon

CLOSING PLENARY SESSION

Chesapeake Bay Room
Third Floor

SOL BI RD MOCKICIN (Cherokee/Choctaw), Presiding
Reports from Each Workshop Presenter

12:00 noon

ADJOURNMENT

12:15 p.m.

LEAVE FOR NATiONAL INSTITUTES OF HEALTH

12:45 p.m.-1 :30 p.m.

LUNCHEON ON OWN AT NATIONAL INSTITUTES OF HEALTH

1:30 p.m.-4:00 p.m.

CULTURAL PRESENTATION - AUDIOVISUAL TOUR OF
NATIONAL INSTITUTES OF HEALTH

5:00 p.m.

RETURN TO HOTEL
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WELCOME AND OPENING REMARKS
George E. "Bud" Skye, PhD, MD
Committee on Hypertension in Minority Populations
National High Blood Pressure Education Program
This conference is a product of a forum that was held in September of 1975 in which
the National High Blood Pressure Education Program expressed a need for minority input.
At the forum a large number of minorities, representing essentially all minority groups in
this country, met and devised a format and a series of recommendations to the National
Heart, Lung, and Blood Institute (NHLBI) of the National Institutes of Health in order to
allow these population groups input into the NHLBI structure.
One recor.lmendation was for the formation of a Committee on Hypertension, to serve
at Dr. Levy's (Director, NHLBI) discretion, to advise him and the National Heart, Lung, and
Blood Institutes on particular recommendations concerning minority populations.
Briefly, the recommendations deal with providing accessibility and input from minority
communities into the NHLBI structure to alter many of the NHLBI concepts of funding.
The committee recommends that NHLBI enter into contract negotiations with their non
university based establishments to place priority on minority investigations. Another recom
mendation urges that NHLBI provide technical assistance to minority groups in dealing with
their contracts and grants procedures.
Another important recommendation emphasizes the need for community input when
ever an outside group, such as a university-based research team, deals with Native Americans
or minority problems.
Prior to the inception of this committee, NHLBI has done little in hypertension control
targetted specifically at Native American communities. This was due to previous commit
ments of their funds. However, we are getting ready to entel new funding cycles and this
will be the time for NHLBI to prove their commitment to our particular group. NHLBI will
be looking for new initiatives from various minority groups and I'm hopeful that participants
in this conference will provide the types of data we need and want, to bring high blood pres
sure control to our communities.
Before I go on, I want to introduce you to Juanita P. Cooke, the Equal Employment
Opportunity Coordinator. She can be reached by writing to her at the National Heart, Lung,
and Blood Institute, Building 31, Room 5A19, Bethesda, Maryland 20014. Her phone num
ber is (301 ) 496-1763.
If you are interested in being placed on a mailing list to receive from the National
Institutes of Health their current requests for proposals and grants, write to NHLBI,
Division of Grants and Contracts, Bethesda, Maryland 20014. When you write to this
division request their form for being placed on such mailing lists. The form provides a
space where you indicate your areas of interest so that you are put on the correct mailing
lists.
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Recently, NHLBI, along with a number of leading medical organizations, published
guidelines for high blood pressure detection, evaluation, and treatment. A copy of the
guidelines, officially titled the Report of the Joint National Committee on Detection,
Evaluation, and Treatment of High Blood Pressure, can be requested by writing to the
National High Blood Pressure Education Program, 120/80 National Institutes of Health,
Bethesda, Maryland 20014. The guidelines were also published in the January 1977
issue of the Journal of the American Medical Association.
The guidelines that they put out are extremely good but it should be emphasized
that these guidelines are only guidelines and do not represent a "cookbook" approach
to medicine. They are based on large statistical studies and use cost effectiveness models.
I think we should all be cognizant that these guidelines may not necessarily reflect the
proper treatment for a minority subgroup. These guidelines should not be allowed to
take precedence over the ability of various groups to develop their own methods for
control of hypertension or investigation of alternate methods of hypertension detection.

Graham Ward, MPH
National High Blood Pressure Education Program

One of the things we have tried to do with our program is to work with the people
we serve, to sit down with them, tell them what we know about the problem, find out
what they know about the problem, so that together we can find some better ways to
address the complex issues involved in high blood pressure control.
One of the things that can come from this kind of conference is to demonstrate to
other federal agencies that it is possible to meet with members of the community they
serve and have some effective things happen. I think we are proving that it can be done
and that it is a most fruitful experience for all involved.
Before you start your workshops I would like to discuss the four aspects involved in
high blood pressure control.
Detection is the first step. That is, we have to find people who have high blood pres
sure. Secondly, we have to make every effort possible to be sure that these people get
into care. Sometimes we label this step as referral, but that is not always an exact term
that means what we want it to say. Regardless of the label, we have to get the people
into care. The third step is selecting the correct therapy for the people. Hypertension is
not a cut and dried issue; every regimen has to be individualized for each patient.
And, finally, we have to help the patient maintain his therapy, not for a week or a
couple of months, but probably for the rest of his life. That is a long time. If everyone
of those steps does not take place, particularly the last one, if we cannot maintain people
in care, all the things we have done beforehand are a waste of time and energy. We have
to keep people on therapy to get the payoff.
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As health practitioners, we not only dispense care; we must also communicate impor
tant messages to our patients in order to motivate them to care for themselves. This is
especially true about high blood pressure. High blood pressure does not hurt. There is
no pain, itch, or other symptom to motivate people to do anything about it. So we have
to work very hard to help people see the value of finding out about their blood pressure
and then doing something about it.
Secondly, they have to understand it in their own personal terms. What does it mean
to them as individuals? While some of the things we are going to be talking about today
deal with the specific cultural aspects of Native Americans, that question must be answered
for each and every person with high blood pressure.
Third, people have to have the capability to do something about it. If people have to
seek a physician's care, and that care is 100 miles a way and they do not have the way to
travel back and forth, it does not matter what they know and how interested they are in
doing it. So capability to act is another problem we have to be aware of.
One of the things I would ask you to remember is, this is an educational program. We
cannot solve all the problems of health care delivery. Where a system does not exist, our
program alone cannot put one there. But maybe we can talk about ways of educating other
people so that a service can begin.
I think if we look at these various considerations there are many things we can do. I
know many times people say that Native Americans always come in last. Well, this time you
are coming in first. What our program is planning to do is to have a series of six conferences
looking at the problems of hypertension control in various minority and ethnic groups in the
country. This is the very first one, and we hope to learn a lot from it.
There are an awful lot of things we do not know about high blood pressure in Native
Americans. But we do know that hypertension kills people, and it does not matter whether
they have red skins, or black skins, or brown skins, or white skins, or yellow skins. It kills
people. When we find an individual with high blood pressure, that person needs to get into
care, receive the proper care, and keep that care up. That is really where our bottom line is.
Together we can explore ways to bring this care to everyone who needs it.

KEYNOTE ADDRESS

George Blue Spruce,DDS
Intra-Departmental Council on Indian Affairs

There are five million people engaged in the provision of health services of one kind or
another in this country and there are over 200 different types of health careers that one can
pursue. The training for each of these careers can range from a few weeks, to several months,
to up to 10, 12, 14 years.
I am sure you are all aware that in the last 25 or 30 years the people of this country have
begun to look at the delivery of health services as no longer a privilege for a select few: those
that were rich enough to obtain it, those that were close enough to obtain it, those that had
other advantages to obtain it. Now the citizens of this country say it is a right, it is my right
as an individual, to obtain it.

8

This has created a fantastic demand on the health professionals of this land. So much
so that in the late 1950's and the early 1960's, with the passage of the Health Professions
Act of 1963 and the subsequent amendments, the Federal government tried to buy health
manpower. They built more medical schools, more dental schools, more nursing schools,
more veterinary schools, and so on. But here we are in 1977 and they still say we are not
reaching all of the people.
We have produced a lot of doctors and nurses, and other health professionals, but some
how they still want to go to San Francisco, to Long Beach, to Miami. So it is now a mal
distribution problem. When I came into the Indian Health Service, there were so few facili
ties, so few resources, so few people to deliver services to the Indian people. When I look at
the Indian Health Service today I see quite a change.
The Indian Health Service now has 52 major hospitals, 72 major health centers, and over
300 clinics. When I joined the Indian Health Service 22 years ago there were 45 of us dentists,
now there are 212. There were 125 physicians then, now there are 559, with 52 vacancies.
And somebody might be content to say, "Things are looking good for the Indian people."
For a moment let's pretend that we are going somewhere in this country to visit an Indian
Health Service hospital. We will ask the question, "How many people are employed here in
this hospital?" And the answer may be 100. "~')w many of these people are Indian?" "Oh,
80 percent, 80 people here are Indian." You do not need to ask the next question, "Well,
what are they doing here?" You saw them sweeping the sidewalk as you came in the door, and
you saw them waxing the floor as you went to the conference room, and as you made your
tour, you saw them making up the beds, washing the dishes. And you saw them assisting, and
you saw them aiding.
So if we take the Indian health manpower pool, those Indian people that are in one of
these 200 categories of health careers, you see that most of Oll, Indian people are aides,
orderlies, technicians. Some of them get their advanced degrees and become "masters" in
something or other, and they are called allied health professionals.
Of the 350,000 physicians in this country, they have identified 60 of Indian descent.
The Association of American Indian Physicians ope!1S its membership to 1 18th blood quantum
or more. When they use that criterion, their membership comes down to less than 30.
Of the 14,000 osteopaths in the country, we have not identified one Indian, yet. About
four years ago I was saying, "Folks, I am the only Indian dentist of 120,000 in this country."
Now we have seven. Out of 25,000 veterinarians, there are three Indians. Optometrists,
20,000, one Indian. Pharmacists, there are 140,000 and at last count we have 11 that are of
Indian descent. So you know where I am coming from? When they say, "Indian self-determi
nation means you manage and control your own programs," I know it is never going to come
until Indian people have had the opportunity to pursue through the educational process.
Only when they come out of that process will they have the credentials to assume meaning
ful leadership roles.
I do not care what anybody tells Indian folks about "being involved in the final analysis."
I could not get into any of the rooms that I get into if I just said, "George Blue Spruce,
Indian." I have to say, "George Blue Spruce, Indian, DDS, MPH."
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So the question is asked of me all the time, "Okay, how come there aren't more?"
And boy, that is a tough one. It go~s right back to the very beginning of a person's life,
when he is part of his first society, the family. There are still many Indian homes today
where grandma and grandpa, mamma and daddy may never have gotten further than the
eighth grade, much less graduate from high school.
When their little son or daughter comes home at the end of a schaol day -- and many
of our Indian youngsters now go to the public schools -- it is very difficult for them to
get that reinforcement from mamma and daddy like their peers at school are getting. It's
reinforcement that you need to go on to school, get your high school diploma, go to
college, get your college diploma, shoot for the stars and be whatever you want to be.
Some of your worst obstacles can be your own immediate relations. I remember the
first summer that I came back from college. I was real proud that I didn't flunk out, I was
there a whole year and I came back with a Billy Blue Jay sweatshirt, Creighton University,
Joe College. One year before I was out chasing girls with my friends Elbert and Edwin, and
they had nothing to do with me anymore. Their attitude was, "This guy is becoming a
white man. He is lucky. He has got the opportunity to go to school and he thinks he is
going to become a dentist."
Tribal officials sometimes let their communities down, they let their students down.
Through no fault of their own, maybe they, too, have never gone beyond the eighth grade.
So they do not realize how important their signature on a piece of paper can be to a student
in terms of getting into a school, or getting a possible scholarship. When they do get around
to somebody explaining that their signature should be on the piece of paper, the deadline
has already passsed, and that student may be left out of benefits for a year.
Do you remember when you were in the first grade, second grade? I remember. If
anybody told me to do something, and I admired and respected that person, I did it. If
somebody you admired and respected told you to become a physician, that would have
been such an incentive, that influence.
People ask, "How did you become a dentist?" There was a man in our community
that was always a president of an organization that sponsored bike derbys, soap box derbys,
things for teenage youngsters, and he would come and he would put his arm around me and
say, "How are you doing today, George?" I liked that man. I respected him. And 10 and
behold, they were calling him "doctor." Dr. Renfro was a dentist and I wanted to be like
Dr. Renfro. He provided a role model, an image, and reinforcement that is so necessary.
And our Indian youngsters never see Indian doctors. By and large, never see Indian nurses.
For sure, they never see an Indian dentist.
That encouragement is so important. You have got to tell an Indian youngster, "You
don't just have to be content with this or that." When my mother and father were at the
Santa Fe Indian School, they were told, "You will be a success if you are a dining room
matron." "You will be a success if you are a cabinet maker." And daddy used to tell me,
when he taught the students there at the Santa Fe Indian School, every two years some
non-Indian person would come who had a piece of paper, and would say, "For the next
two years, Mr. Blue Spruce, I am going to be your supervisor. I don't care if you have
worked here 20 years, 25 years. II Daddy used to come home and he used to say, "By
gosh, that piece of paper, my children are going to get it."
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There is a tribal leader that said, "We have seen the lightning, we have heard the
thunder, and when is it ever going to rain?" Those are some of the frustrations I feel.
I remember back in 1971, when we were implementing the Comprehensive Health and
Manpower Training Act, we were always being asked how many Indian physicians are
there? How many Ind ian dentists are there? Why aren't there more?
I don't care what anybody says, money tal ks. And in 1970, there were only 10
Indian students in medical school. And then the Special Health Careers Opportunity
Grant Program, the special health project from the Comprehensive Health Manpower
Training Act, was implemented. Federal dollars went for medical schools, dental
schools, nursing schools, veterinary schools. It said, "Here are dollars to go out and
recruit and retain disadvantaged students." Only until that came about did you start
seeing any attention being paid to our Indian community. That is where I think the
emphasis has to be. It took Federal dollars for universities in the heart of Indian
country to go out and find Indian students.
Recent reports coming out of our public schools and the Bureau of Indian Affairs
show that there are more Indian youngsters in school than ever before, that our Indian
population is the fastest growing, that over 50 percent of the Indian population is less
than 18 years of age, that this coming fall there will be over 50,000 Indian students in
post-secondary education. This is all very encouraging, but I still worry. What if, when
our Indian youngsters are ready to go for advanced degrees, the doors are closed because
they don't have the dollars, or some of the other things that they need to pursue careers
in health? Then we have lost. Self-determination, they keep talking self-determination,
but it won't come about until we have our Indians in meaningful leadership roles.
When Congressmen knock our doctors and our dentists for making so much money,
and don't want to support them anymore with scholarships and loans, they are forgetting
about the Indian boy and girl that would like that scholarship or loan. Hopefully that
Indian bOy<lnd girl, when they become doctors, will provide services in an Indian community.
My brother used to be the president of the Indian Club at the University of New
Mexico, the Kiva Club. On their stationary they have a statement that he made back in
1954. He said to a group of Ind ian students, "You were born today, because your people
need you." I always end with a quote, too. A friend of mine who is a sports announcer
here in town says, "My time is up, and I thank you for yours."
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PART 2
Panel Presentations
The Indian Health Service: Its Funding, Functions, and
Responsibilities
Availability and Utilization of Services for Native
Americans in the Urban Community

THE INDIAN HEALTH SERVICE: ITS FUNDING, FUNCTIONS, AND RESPONSIBILITIES

Lionel H. deMontigny, MD
Division of Indian Community Development
Indian Health Service
Rockville, Maryland
I am going to talk about the Indian Health Service's funding, functions, and
responsibilities. We can talk about that, I guess, for weeks. Unfortunately, these
things have never really been quite clearly defined until some of the recent legisla
tion was passsed.
The Indian Health Service is a part of the United States Public Health Service.
The Public Health Service was created in 1789 after the Union was formed. Its
primary function was to take care of some of the military forces and the merchant
marine. The colonies did provide some services to Indian people, and some of the
early states, before the Union was formed, did provide some health services. So it
was not all bad.
I know you people are very familiar with the history of exploitation and adverse
legislation. But interspersed along there is some good legislation, too.
Health services were to be provided by the Bureau of Indian Affairs. As you are
probably aware, it was under the War Department until 1849, at which point in time
the Bureau of Indian Affairs was transferred to the Department of the Interior. In
1955, the responsibility for the provision of health services was transferred from the
Bureau of Indian Affairs to the United States Public Health Service. The Public
Health Service had previously provided certain emergency services for the Bureau of
Indian Affairs, but their activities were confined to containing the spread of disease.
The budget back in 1955 was a little under $40 million. Today it is about a third
of a billion dollars. It sounds like some significant improvement was made. However,
if you really take a look at the increase in cost of provision of health services, you will
find that the increase in cost just about parallels the increase in the budgetary appro
priations for Indian health. So, in my view, no significant changes have been made
since 1955.
Our responsibilities have been altered in respect to two recent laws, Public Law
93-638, the Indian Self-Determination Act, and the Health Care Improvement Act,
which was recently passed but which has not gotten funded as yet. The responsibility
that we had prior to the passage of P.L. 93-638 was to provide direct health care
services. Public Law 93-638 added the additional responsibility for building up health
institutions with our Indian populations so that they would, in fact, be able to operate
their own health programs. I am the director of a Community Development Division
in the Indian Health Service that has the primary responsibility for seeing that these
health institutions are built.
In spite of all the obstacles we face at the Congressional level, at the administrative
level and so on, we are making progress. Several of the tribes have quite elaborate health
institutions that are functioning, and functioning quite well. We also have 30 successful
urban health programs today that are quite self-sufficient and very capable of providing
health services, so that is a success. As Dr. Blue Spruce mentioned, we also have had
success in the field of medical education.
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There have been some studies done on what kind of capabilities Indian people have.
One of the things that comes to the forefront is that Indian people, upon entering school 
that means the kindergarten, first grade level - have the highest aptitude for science and
medicine of any group in the United States that has ever been tested. Science and mathe
matics are the weakest topics in our schools. The schools that Indian people attend do not
prepare Indian students to go into these fields.
There was a private pilot study at the University of North Dakota. If you are familiar
with the manpower programs that have been conducted in the past, you will find that they
gave grants to various medical educational institutions to admit some Indian students.
When we tried to find out what happened, we discovered a high dropout rate.
During the pilot study I Indian students were given preparatory courses in order to
compete for admission. The results came out a little bit differently. After the first year,
our people came out the top students; the second highest academic performance was
delivered by an Indian from Oklahoma. In the second year of operation, the top student
in the class was a Sioux from Fort Peck. At the end of the third year of operation another
Indian was graduated at the top of the class with honors.
Also, another lady is the top student at the University of Minnesota after she had
completed this program. The interesting aspect of this is, once prepared, Indian people
have performed better than anybody else in the medical field. The key is preparation.
The other interesting thing that you ladies ought to take note of is that the outstanding
performers are Indian women.
I know that we have a lot of prejudice to deal with. We have a lot of people to con
vince. I think it can be done. I think it is a matter of being able to use the right approach
and not get angry with folks who don't know any better, forgive them for they know not
what they do. So we can help out in this country in spite of itself. I think that is the
attitude we ought to have. Thank you.

Joseph Anthony McQuino
U.s. Public Health Service
Albuquerque, New Mexico

I am the Administrative Officer for the Elk Purdue Service Unit. I am also a member
of the Commission Corps and am employed at the Indian Health Service. What I want to
talk about at this time is the Indian Health Service, its funding, functions, and responsibility,
from the perspective of field operations.
Number one, its funding is based on past utilization. Number two, its function is to
provide optimal health care for the American Indian. Finally, its responsibility is the
continuous provision of this health service.
The original function of the Indian Health Services was to provide health care to the
reservation based Indians. Due to recent legislation, namely the Ruiz Decision, we are now
providing health services to urban based Indians as well.
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As I indicated before, funding appropriations are based on past utilization.
Therefore, when we negotiate for operating the budget we have to indicate how
many people we served within the past year. This figure forms the basis of a
mandatory amount of money that we will be receiving, with an added 10-15
percent for inflation.
When an unexpected cost does arise, we must absorb it within that amount
appropriated by Congress. This happened in the case of the Ruiz Decision. We
did not expect to give urban Indians health services but, because this was mandated
by law, we were asked to provide the urban Indians with all the provisions or services
that we had at our command. The absorption of this unexpected cost meant that we
would have to provide fewer services and shorter service hours. We would have to
provide' services with the limited amount of equipment that we had, based on our
prior commitment, which had been limited to reservation Indians only.
In terms of funding for health services, we are in a precarious position because
we are operating on a fixed budget and we cannot make expansion programs, as
might be the case in private industry. So legislation puts a damper on our operation.
We must provide comprehensive health care to the Indian and, when we have to
operate within the realm of a fixed budget, this will not allow us much flexibility.
We must get away from this archaic system of trying to provide optimal services
with past utilization funding and within the bureaucratic structure of the Indian
Health Service.
I will conclude by saying that something has to be done at the Congressional
level. If the Indian Health Service could operate as an independent department,
then more of the needs that the Indian people have can be met.

AVAILABILITY AND UTILIZATION OF SERVICES FOR NATIVE AMERICANS
IN THE URBAN COMMUNITY

Walter Hollow, MD
U.s. Public Health Service Hospital
Seattle, Washington

Health care to Indians in the United States started out in the War Department,
then was transferred to the Bureau of Indian Affairs, and finally, in 1955, transferred
to the Indian Health Service in the Department of Health, Education, and Welfare.
The health care of the Indians has certainly improved as each step was taken.
In the early days the Indian gave up his land. In return for his land, it was written
down in the treaties that the Federal government would provide the Indian with his
health care, with his education, and no stipulation was written in the treaties at that
time as to 'vhere the Indian had to be in order to receive that health care.
Until recently, the Indian Health Service was limited to providing for the health
care of only those Indians who lived on reservations. Prior to 1940, less than 10 percent
of the Indians lived off the reservations. So the Indian Health Service policy of providing
health care only to Indians who lived on the reservations was a reasonable one. They
were providing health care at that time to over 90 percent of the Indians in the United
States.
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Since 1940, however, there has been a marked migration of Indians from the
reservations to urban centers. By ,1970 about 40 percent of the Indians in the nation
lived off the reservation. In 1977 this figure has increased to 51 percent. At the present
time, half of all Indians in the nation live off the reservation and in an urban setting.
I would like to briefly describe some of the health care problems of Indians. Statis
tics from the 1960's, which reflect the health care in the late '50's and early '60's, show
that Indians don't live as long as non-Ind~ans.
We have a tremendous number of our Indians that die from accidents of various
causes.. Maternal death rate is also high, but decreased significantly after the Indian
Health Service was transferred to the Department of Health, Education, and Welfare.
In 1960 otitis media, pneumonia, and all types of infections were common health
problems of Indians living on reservations. It is interesting to note that the non-Indian
population was not suffering from these problems at the same rate because of the intro
duction of antibiotics in the late 1940's and early 1950's. The Indian population was
suffering from diseases for which there were very adequate cures. The reasons were a
lack of health care and a lack of funding in the Indian Health Service.
If you compare the suicide rate of Indians to non-Indians, a large majority of our
population commits suicide at a very early age in life. There are multiple reasons for
this, which I will not go into, but this is another health problem which we are experiencing.
When we started the Seattle Indian Health Board we wanted to know what the health
care problems of the urban Indians were as compared with the reservation Indians. We
found that, again, the urban Indians were suffering from very much the same problems
that the reservation Indians were suffering from. Specifically, there was a high incidence
of infections that could easily be controlled by existing treatments.
In addition to acute problems, Indians also have suffered from a number of chronic
diseases: tuberculosis, alcoholism, otitis, and a number of others. I think this represents
a lack of good health care maintenance programs for Indians. Look at diphtheria. The
incidence of that in the Indian population in Seattle was just tremendously high. In the
non-Indian population, most everyone is immunized at an early age and does not have to
worry about that problem.
Against this background of the health care problems facing urban Indians, I would
now like to briefly describe the Seattle Indian Health Board and use it as a role model
for describing what urban Indians throughout the nation have done in response to solving
some of the urban Indian health care problems.
The Seattle Indian Health Board got started in February of 1969, began volunteer
services, and opened up as a clinic in February of 1970. The program really got started
because of a Seattle public school finding that the malnutrition and illness rates of
Indian school children were tremendously higher than among non-Indian children.
We soon found that the reason Indians in Seattle were having problems was their
lack of access to health care. The typical Indian would get sick and would go to the
Public Health Service Hospital in Seattle. He would be told, "Gee whiz, you are an urban
Indian. You do not live on a reservation, so the Indian Health Service can't really take
care of you. You are going to have to go somewhere else." So he goes down the street
to the Department of Health, Education, and Welfare. The welfare people would look
at this sick Indian and say, "Gee whiz, there is an Indian Health Service. They are sup
posed to take care of your health problems. We can't do it, you have got to go back to
them." The Seattle Indian Health Board provides medical services to those Indians pre
viously denied health care due to this situation.
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The Board of the Seattle Indian Health Service, which sets policy, consists of
community members, professionals and non-professionals, Indian and non-Indian.
The Administration Planning-group administers the program. A key part of our
organization is our training program.
We have in-service training, continuing education for all the staff people, staff
training, and board training. We are also in the business of providing training for
Indian mid-level practitioners, Indian medical students that rotate to our clinic, and
family practice residents. We are involved in training high school and college students.
I think the training program of the Seattle Indian Health Board is quite fantastic. We
train Indians in health manpower at all levels.
The Medical Clinic is a complete primary care facility. We provide acute medical
care, health maintenance, care in obstetrics and gynecology, we have a pharmacy and
can perform X-rays. We can also refer patients into the hospital and take care of them
there. We feel the medical clinic is quite successful.
I would like to give you a profile of our staff. I am happy to report that out of
our three physicians, one of us is Indian and that is I. Of our mid-level practitioners,
five out of six are Indian. Of our nurses, three out of three are Indian. Of our medical
assistants, three out of three are Indian. Of our public health nurses, one out of two
is Indian. We have no pharmacists who are Indian, and there are two of those. We
have two dentists and, unfortunately, none of those is Indian. So I think this is a good
example of a program that has Indians in the program, providing health services to
Indian people. I think it has worked very well.
We have a complete dental program. We have social outreach programs which
provide medical back up, transportation, counselling, and so on. We have an alcoholism
program which is rated as one of the best in the nation. The last time I checked it had
a sobriety rate of 34 percent, compared with the national alcoholism program sobriety
rate of around 10 to 12 percent, so we are doing a good job there.
The last component of our program, that was just added last year, is the mental
health program. We have two psychiatrists working part-time, and three full-time
mental health counselors.
We currently have an enrollment of 16,500, roughly half male and half female.
Of the 16,500 patients, 90 percent of those are Indian, and 10 percent are not.
Legally, we have to provide services to anyone who walks through our door. We
don't like to advertise that too much, but we are very proud that 90 percent of the
patients we are seeing are Indian.
Of the 16,500, we are seeing and treating over 7,000 individual families. You
can see the average household size is a little over two, and the average monthly in
come is not good, $427.
A significant number of our patient population is pediatric; about 50 percent of
our patients are 21 years or under.
Based on data collected in the early 1970's, 57 percent of our patients had no
health insurance whatsoever, 19 percent were on welfare, 3 percent qualified for
medicare, 7 percent were being taken care of by the Indian Health Service, and 14
percent had their own private health insurance. In 1976 the number of people walking
through our doors with no health insurance had decreased only to 51 percent. In 1973
we were seeing about 700 to 900 patients per month. Just last year, in 1976, we were
seeing roughly between 1,500 to 2,000 patients per month at our medical facility.
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Seattle does not have the only urban Indian program. There are 29 other such
programs located in Chicago, Dallas, Denver, Milwaukee, Minneapolis, Oklahoma City,
Portland, Detroit, Omaha, Tulsa, Spokane, Wichita, and Green Bay; the California
Urban Indian Health Council represents eight programs and the Montana United
Indian Association also represents eight programs.
Representatives of these programs have joined together to form the American
Indian Health Care Association. We anticipate that the Association will be gathering
data to see what the urban Indian health problem is throughout the nation. The
Association will provide this sort of information to the medical community so pro
per treatment can be made available and programs can receive adequate funding.
Now I would like to briefly discuss the future of Indian health care. I am sure
that you have heard about the Indian Health Care Improvement Act. The first title
of the bill is concerned with health manpower. The bill was passed last September 30,
but unfortunately only Title I was funded. We are currently undergoing Senate and
House hearings to see to it that the other titles are fully funded so that health services
to both reservation and non-reservation Indians can increase simultaneously.
I would like to end by sharing with you some of my hopes about the future of
health care for Indians. I would like to see greater communication between the urban
Indian programs and the reservation Indian programs. I say that for a couple of reasons.
First, most of your training programs will be in your urban programs. 'think we should
be training health professionals to send them back to the reservations, which is where
they are needed. So I think we need to increase communication between all the urban
Indian programs and all the reservation programs to get these people that are going to
be trained heading down your way.
Second, I think the urban Indian programs can provide technical assistance to the
reservation programs. We are talking about Indian self-determination; Indian helping
Indian to solve our own problems.

Cherry Maynor Beasley, RN, BSN
Durham, North Carolina
North Carolina has the fifth largest Native American population in the United States.
Most of the Native Americans in North Carolina receive no health care services which are
specifically for Native Americans. The North Carolina Indian Commission has no data on
availability and utilization of health services by Native Americans. The information pre
sented here is from personal experience, interviews with practicing Native American health
professionals, and extrapolated from De Geydt's article in the April 1973 issue of Health
Services Reports. Most of the information here applies specifically to Lumbee Indians of
Pembroke, North Carolina.
Native Americans are overrepresented on welfare program rolls, in groups slightly
above the Federal poverty line that receive no assistance, and in unemployment figures.
This group averages approximately a ninth grade education, moves frequently within
the area, and the majority do not own their dwelling. Transportation to reach health
services during the standard working day is available to approximately one in four
households. Most of the Lumbees who aren't Federal welfare recipients have no com
prehensive health care insurance.
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From the described social conditions, it is no surprise that this population is
also overrepresented in the area of health needs. The standard available health indexes
indicate that this group has similar'health needs of other non reservation Indians. We
Lumbee health professionals feel that the Lumbees have a higher incidence of familial
related disease than the general population because intratribal marriage is very high
among Lumbees.
Where do these Native Americans seeks health care services? Sixty percent of all
nonemergency health care is received from local emergency rooms or outpatient clinics
at hospitals located a hundred miles away. Approximately 31 percent is from the
office of a private physician, but not always the same private physician. Nine percent
receive care from public health clinics, most of which are open only to Federal welfare
recipients. Most women receive prenatal care, the majority beginning in the second
trimester or later. Dental care is sought by an overwhelming majority only for restora
tive treatment.
These figures reflect that most health care received is in "fixing broken arms,"
that is, the care is acute, episodic, and often without any continuity. The majority
of our health care efforts are not being utilized in improving total health, but in
maintaining the functional level of health.
Steps are being taken within the Lumbee community to improve the health care
delivery system. Our most advanced step thus far is in training health manpower. The
future looks brighter with thirteen students in medical school and residencies, five in
dental school, three seeking masters in a school of public health, and two seeking bac
calaureate degrees in nursing. Our goal is a community health center which not only
offers direct health care services, but also social services and job rehabilitation. We
realize that health is not an isolated phenomenon. We, as health professionals, must
actively support housing improvements, employment improvements, and educational
improvements - all services that can serve to improve the mental, physical, and emo
tional well-being of the Native American.
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PART 3
Workshops
Specific Needs of the Native American Communities in
High Blood Pressure Control
Resources for High Blood Pressure Control
Procedures Utilized in High Blood Pressure Control
Programs
Increasing Public Awareness of the Dangers of
Hypertension

THE PROS AND CONS OF COMMUNITY CONTROLLED PROGRAMS

Norine Smith
One of the pros of community controlled groups is self-determination of Indian
people. For once, members of the Indian community have complete control over
their lives and businesses. Along with the control, they are also responsible for their
lives and businesses. The Indian community is taking pride in doing their own thing.
They are no longer asking the non-Indian, "What are you going to do for me?" They
are now asking themselves, "What can I do for myself and my community?" And
they are saying to the non-Indian community, "Help me help myself and my people."
They take the resources they need from the non-Indian world and make them
applicable to the Indian community. When the community is in control, they feel
they own the project. An example of this is the Indian Health Board of Minneapolis
request for funding from Henepin County. The Indian community, or patients of the
clinic, took a petition around the community to support us for funding. When I was
ready to testify for funding, the Chairman of the County Commission informed me that
he had received this petition with over 800 signatures supporting and asking for funds
for the Indian Health Board. This helped us receive $55,000 from the county.
This also leads into another pro for community controlled groups. More and more
community groups are now becoming aware o~ politics. Community groups are starting
to unify as one group in politicking. As a group, they apply positive pressure on the
politicians rather than negative feelings.
Community groups are now becoming more responsible for the kinds of people
they hire. They are getting away from hiring friends and relatives. They are looking
for people that can get a job done. They are no longer afraid to fire people as well
as hire people.
An example of this is, the Indian Health Board of Directors had to make a decision
to fire a very powerful and respectable person's son. They did not base their decision
on whose son he was, but on what kind of job he was doing. They voted to terminate
his employment.
Community groups are now starting to look at their group as their business. And
they want it to be a good business.
One of the cons of a community group is the lack of stability of the staff. Commu
nity groups have a tendency to attract what I call agency warriors. These are people who
jump from iob to job.
Another problem is lack of trained personnel. The community group spends a lot
of time and money in training staff. Once the staff is trained, they are offered better
jobs and better pay. Community groups lack the dollars to compete with other busi
nesses to keep people.
A third problem is that community groups live at the mercy of politicians. If you
don't play the little political games right, it could mean termination of your program or
cuts in your program.
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Boards of directors forget the goals and objectives of their group. For example,
the Indian Health Board's purpose is'to provide quality health care and access to the
existing health systems. We have board members who think our primary purpose is
to employ people. They forget that they are in business to provide quality health care.
Finally, there is a problem in finding someone who can provide training to com
munity boards. Some people say they can train boards, but in reality, they destroy boards.

EDUCATION, RECRUITMENT, AND FOLLOW-UP
Carol K. Bernards, MD
Dr. Carol Bernards, Medical Director of the Indian Health Board Clinic of Minnea
polis, Inc., presented the protocol used by the clinic for recruiting, education and following
up hypertensives. Dr. Bernards' contribution to the workshop is presented here in outline,
rather than in narrative form to highlight all key points and to provide those clinics without
such a protocol with the guidelines for instituting a similar program.
Hypertension - Recruitment, Education, and Follow-up
I.

Recruitment
A.

Community health workers (CHW) and nurses trained in technique:
1.
2.
3.
4.

B.

Criteria for referral
1.
2.
3.

4.
C.

two blood pressures
patient seated
large (thigh) cuff for patient over 200 Ibs., or fat arm; regular cuff for
patient under 200 Ibs., or normal arm
mercury sphygmomanometer (If aneroid manometer used, must re
calibrate regularly).

diastolic over 120 - immediate referral
over 160/95 - within 1 month
140/90-160/95
a.
under 50 years of age - within 2 months
b. over 50 years of age - within 6 months
or more practically, refer anyone with blood pressure (BP) 140/90
or greater.

Card for patient
1.
2.
3.
4.

write down numerical value of BP
inform patient that this doesn't necessarily mean that his BP is per
manently elevated
inform patient of importance of follow-up without alarming patient.
CHW should be educated in possible complications of untreated hyper
tension (stroke, heart failure, renal failure), if patient should ask about this.
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II.

Education
A.

Diet
1.
2.
3.
4.

B.

salt - not more than 5 gm. per day
calories - goal: to achieve ideal weight for sex and age
lower cholesterol or fats, if necessary
diabetic diet, if necessary.

Medication
1.
2.
3.

4.

importance of regular times - (if compliance a problem here, may
have to try a twice-a-day regimen)
stress danger in discontinuing medications suddenly (may have
rebound). If patient can't make it to appointment, call for refill.
report side effects (physical or emotional problems arising since
starting medications). Antihypertensive medications have many
possible side effects; if they are reported to the doctor, he can
readjust the medication(s).
stress that treatment will probably be needed lifelong - (control,
not cure).

C.

Regular exercise

D.

Discontinue smoking

E.

Discontinue excessive drinking, if present

F.

Stress asymptomatic nature of the disease

G.

Stress increased chance of complications if hypertension is left untreated:
stroke, congestive heart failure, heart attack, renal failure

H.

Stress importance of follow-up visits

I.

Patient education pamphlets:
1.
2.

J.

Searle "Understanding High Blood Pressure"
Merck Sharpe & Dohme "Straight Talk About High Blood Pressure"

If patient educator available, have him talk with patient for 10 to 15
minutes following visit with doctor to
1.
2.
3.

reinforce doctor's advice
clarify doctor's advice and take time with additional questions
find out about patient's beliefs and/or misconceptions about
hypertension.

III. Follow-up
A.

Clues to noncompliance:
1.
2.
3.

diastolic blood pressure over 100
previous hospitalization for blood pressure
leftover pills.
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B.

Physician and patient educator should address themselves more to compliance
with regimen than to looking for complications of high blood pressure (other
wise if there are no complications, patient will think his disease is not serious
and therefore, be less Iikely'to take pills and follow diet).

C.

Specific problems with Native American patients
1.
2.

3.
4.

5.
6.
D.

Possible solutions - (funding needed)
1.
2.
3.
4.

IV.

obesity
diabetes
a.
problems with thiazides
b.
problems with propranalol
alcohol, if excessive (high blood pressure with withdrawal)
probably problems with pill taking in an asymptomatic disease are common
to the entire population, although my impression is that the problem may
be greater in the Native American community
salt?
anxiety?

Native American weight watchers
report side effects. Close urine testing when starting blood pressure
medi cations.
Native American chemical dependency programs
Native American patient education with training in nutrition and indivi
dualized diet instruction.

Indian Health Board mini-statistics - 1977
Hypertension
27 patients
12 male
15 female
Median age - 51
Males - 47
Females - 55
Family History - positive 11/15
Medications
Thiazide - 22/22
Aldomet - 3/22
Apresol ine - 1/22
Other Risks:
Diabetes - 6/27
Obesity (over 185 Ibs.) - 16/27 (probably more)
High cholesterol - 2 females
Heart Disease (congestive heart failure, atherosclerotic coronary vascular disease) - 4/22
Chronic obstructive lung disease - 3/22
ETOH - 2/22
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COMMUNITY MOTIVATION

Gloria j. joh nson
My name is Gloria johnson. I am originally from the Leech Lake Reservation
located in Northern Minnesota. My tribe is Chippewa. I am employed by the Indian
Health Board Clinic of Minneapolis as a community health worker supervisor.
As a community health worker, I have the opportunity to work closely with the
Native American population of the Minneapolis-St. Paul urban area. I have varied
rsponsibilities, as you will soon hear. My main goal is to be able to impart to the
people I come in contact with the importance of good health, the preventive measures
than can be taken, and the importance of being treated when there is the need. As I
go along, I will try to tell you, by relating experiences, how a community health worker
can motivate people toward good health habits, which include preventive health measures
as well as treatment.
Here is my first example. Another co-worker and I are presently dealing with a 65
year-old Native American man with very high blood pressure. He will not come into the
clinic for treatment. He says he's "too old anyway" and "what's the use?" Now we
cannot bodily drag him into the clinic. We spend time talking with him about happenings
other than health, but we always manage to relate a fact regarding his high blood pressure
to him. For example, we may say, "It's not so hard to take a little pill every day to bring
down your blood pressure," or "Eating less salt would sure help matters." And, in all of
our contacts with him, we are trying to convince him to come into the clinic.
This personal approach will do more in the long run, and he will know that we are
his friends and we are there to help him. We even helped him celebrate his birthday.
He was surprised and really happy and we will get him to come in to see the doctor.
Another job experience is the opportunity I get, through personal contact, to teach
preventive health measures to young mothers. The motivation is having a healthy child.
We have the chance to tell them about the baby's diet - what foods are beneficial, what
vitamins are in what foods. For example, spinach is a very good food to begin feeding
a child while he is an infant for it contributes to alertness. Another example is what a
mother can feed a child to overcome constipation or what foods make it worse.
As community health workers we are able to assist in any crisis situation that could
come up. It may be in regard to food, and there are emergency food shelves at our dis
posal. It may be that a family needs help in finding housing due to landlord problems,
condemned homes, or a family has just moved into the city. It may be a family needs
some furniture like beds, dressers, refrigerators, or stoves. We also have reliable resources
for items such as these. While we are serving these families, we are also getting to know
them and getting to know their health needs. We can acquaint them with the clinic and
the other resources available to them.
Another thing we are doing is going out into the areas of Minneapolis where Native
Americans live. We get into the homes where the families have never heard of the Indian
Health Board and tell them about the clinic. We ask them pertinent questions regarding
the health of all the members of the family.
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Another thing we, as community health workers, do is to transport patients to
and from the clinic when the regular drivers cannot make it or are too busy. This
gives us another good opportunity to learn about the family and their needs. If there
is a medical emergency at some other health facility, we can drive them there, too.
We provide transportation, not only for emergencies, but for clinic referrals to other
hospitals and specialists.
What does the Indian Health Board do for the patients in regard to motivating
them to good health? First of all, the clinic has community health workers. Each
community health worker is put through an extensive training period where he or
she learns the many things th?t will be needed on the job. Community resource
agencies are visited, he learns about the food shelves, he becomes familiar with
other Native American self-help organizations such as alcoholic groups, halfway
houses and children and far.1i1y services. Other clinics and hospitals that Native
Americans utilize are toured.
We also do medical follow-ups. During the month of March, 468 completed
contacts were made by five community health workers. We averaged 10 blood
pressure readings per day. On medical follow-ups and home visits, the age range
of our patients is from 6 years to 75 or over. Out of 468 contacts made and the
250 blood pressure readings for the month of March, 25 percent were not normal.
We also have a WIC program, which is a government food supplement program
for pregnant women and infant children. Mothers qualify in their seventh month of
pregnancy and food supplements are available until the child is five years old. The
community health workers transport the mothers to Hennepin County Medical
Center where they pick up their coupon books.
Seminars and training sessions are held. For example, a nutritionist came to
the clinic and taught for three hours, once a week, for eight weeks. Out of our nutri
tion c1~sses we started a weight control club that the staff was involved in. After a
couple of months of success - one member of the club lost 20 pounds - the program
was offered to the community. We now have 50 members. We are the only Indian
weight control club in the Minneapolis-St. Paul area. The name of our club is "Think
Thin Skins."
Every morning a class is held for the entire staff on some pertinent health issue,
for example, pneumonia, its causes, how to recognize it, how to treat it, how to
prevent it from recurring. These classes are taught by the clinic doctors and dentists,
depending on the subject. Once a week special speakers come from outside the clinic
to speak on other points of interest, such as chemical dependency, sudden infant
death syndrome, and other Indian programs in the area.
With additional funding, these programs could be expanded to include more
Native Americans in the Minneapolis-St. Paul area and the out-services we offer
could be more extensive.
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HEALTH SERVICES ADMINISTRATION AS A RESOURCE
John H. Marshall, PhD
I am here in several capacities. I am the Associate Administrator for Operations
of the Health Services Administration, but I am in the process of changing jobs to
become the Deputy Director of one of the four bureaus in that agency. What I pro
pose to do is talk to you about what the Health Services Administration does for a
living; of course, I will emphasize those programs that have the most relevance,
potentially, to your interests.
I will start with a little background information to provide a context for the
function of the Health Services Administration. The Public Health Service is the health
part of the Department of Health, Education, and Welfare. There are a half dozen
agencies that are part of the Public Health Service. While there is some overlap of their
functions, they can be roughly categorized this way. Probably the most famous of the
agencies is the National Institutes of Health, about which you will hear more from
Dr. Malone. Perhaps the next most famous is the Food and Drug Administration, which
has an essentially regulatory function.
There is the Alcohol, Drug Abuse, and Mental Health Administration which over
sees an interesting collection of programs because not only is it responsible for providing
services to people in these areas, but it also has some functions that make it very much
like the National Institutes of Health. They both operate rather significant mental
health research programs. There is the Center for Disease Control, which is located in
Atlanta. They have the responsibility for the public health kind of activities in the very
traditional sense. They worry about epidemics, and epidemiological trends, and worry
about inspecting chemical laboratories that test blood and other physiological specimens.
The Health Resources Administration (HRA) has responsibility for manpower
programs of the Department of Health, Education, and Welfare. It also has responsi
bility for Federal planning activities. This function may have special relevance to your
interests. The Bureau of Health Resources Planning and Development sets up guide
lines and standards for local planning groups so that they can do a better job in allocating
resources toward high priority activities in their areas. They also have·the responsibility
of planning for a more rational use of health resources, both a more rational use of the
Federal portion and also of local funds. They try to bring better order to the development
of facilities and of networks for providing health care from primary to secondary through
tertiary levels.
The Health Services Administration (HSA) has responsibility for those programs of
the Federal Government tha t provide health services directly to people. Until recently,
there were four bureaus in HSA. One of them, the Bureau of Quality Assurance, has
been moved out and has been assigned to the new Health Care Financing Administration.
The Bureau of Quality Assurance is responsible for the Professional Standards Review
Organization (PSRO) program. The PSRO program is concerned with the quality of care
and the efficacious use of hospital services.
The other three bureaus can be categorized under one of two rubrics. One category
involves delivering health services to a statutory defined class of beneficiary, and taking
care of those people in our facilities using our employees. The two examples of this are
the Indian Health Service, which operates a hospital and clinic and outpatient system,
which many of you already know about, and the Bureau of Medical Services.
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The Bureau of Medical Services is rather unique because it operates eight public
health hospitals which provide medical care to American merchant seamen. That may
now be anachronistic, but in 1796, when it was important to build America as a sea
power, the ~overnment assumed the responsibility for providing medical care to mer
chant seamen. We still have that hospital system, and it is financed by a tonnage tax
paid by American shippers. It is a system that has unused capacity. Some of that
capacity has been, in fact, converted to community use.
One of the areas that is most unique, and is of special interest to this group, is
the PHS hospital in Seattle where a significant proportion of the resources and activi
ties of that hospital are used in support of the Seattle Indian Health Board. That is
a very important resource for providing medical care to American Indians and Alaskan
l'Jatives who happen to live in that area.
The Bureau of Medical Services has some other significant functions. It provides
medical care to the Coast Guard; it operates the Federal prison medical care system;
and it has responsibility for the national program in emergency medical service, as well
as for developing health maintenance organizations.
The point is, there is a set of resources that involves Federal employees, in Federally
owned and operated facilities, providing direct health care to people who are statutory
designated beneficiaries. Because of a traditional interest in prevention, there are in all
of these hospitals hypertension screening activities and some hypertension treatment
activities. In most cases, these are related to ongoing research or community service
projects in the hospitals.
We are a large agency. We have about 18,000 employees and our budget next
year will be about $1.8 billion. If you would like to get more information on any of
the points I cover, give me a call and I will tell you how to get in the right channel.
I can be reached at (301) 443-1363 or you can write to me at Health Services Admi
nistration, Parklawn Building, Room 7-05,5600 Fishers Lane, Rockville, Maryland 20857.
The Public Health Service hospitals are located in Boston, Staten Island, Baltimore,
Norfolk, Galveston, San Francisco, Seattle, and New Orleans. We also operate a special
hospital, The National Hospital for Leprosy at Carvil, Louisiana.
The Bureau of Community Health Services goes about its business in a much dif
ferent way. The Bureau's activities fall into two categories. One is to build primary
care capacity for people and populations who are medically underserved for any of a
number of reasons.
A second category, which really could be subsumed under the first, is the responsi
bility for programs that relate directly to the health of mothers and children, including
building capacity for these programs. For example, we are responsible for the national
programs for mother and child health care and for crippled children. Added to that now
are some other kinds of genetically based diseases. We have responsibility for the hemo
philia program, for sickle cell, for Tay-Sachs, and for several others that have been authorized
by recent Congressional legislation.
Under the primary care capacity building set of activities of the Bureau of Community
Health Services, we have responsibility for the programs for neighborhood health centers,
for migrant health, and for something that we are calling the rural health initiative. This
last item is really a kind of comprehensive health center in rural areas, although it doesn't
quite have all of the ancillary services available in a big city area.
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We also have responsibility for the national program in family planning. That
budget is on the order of about $900 million this year. One other program that we
have, and the only program that we have that would relate directly to hypertension,
involves block grants to states.
The 314( d) program is a $90 million revenue sharing program for the states.
No application is required, but they do have to have a state plan that says how they
are going to use that money. When the Congress last passed an extension of that
under Public Law 94-63, they included a specific add on to that block grant for
hypertension. That is funded at about $9 million this year.
We are distributing the money according to a formula which is based on giving
the states a minimum allotment per state resident, and then a second part of the
formula goes to them based on the incidence of hypertension in that state. As you
are well aware, there is considerable variability in the incidence of hypertension among
the states.
These funds are specifically earmarked for the screening, detection, diagnosis,
prevention, and referral for treatment of hypertension. It is not intended to be used
to pay for a large-scale treatment program. However, under certain circumstances,
these funds can be used to pay for outpatient treatment. We have imposed this re
striction in order to have the most broad effect possible.
One additional rule was imposed on the use of these funds: 70 percent of the
money must be passed through by the state to the local levels. The way that you
can receive some of that money for your community is to go to your state health
department.
Again, a phone call to my office can tell you how much money is going to
your state. It helps to say to your state health department official, "By golly, I
know the state got $78,000, and I know that 70 percent of that has got to go to
the local area, and here is a local area that needs some of it."

GRANTS AND CONTRACTS, NATIONAL INSTITUTES OF HEALTH
Thomas E. Malone, PhD

I would like to do two things during my presentation: talk about the general
function and mission of the National Institutes of Health (NIH), and then talk about
some special programs that may be of particular interest to you.
The basic mission of the National Institutes of Health is to advance knowledge
about various disease states and health through research, through research training,
through the development of research resources and information systems so that the
know!f'dge base can ultimately be applied to the alleviation of disease. The basic
effort at NIH, then, is to increase knowledge through research, rather than to apply
directly that knowledge through service activities. I am glad to say that in recent
years our efforts have moved into other activities, such as control programs, demon
stration programs, and education programs.
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One of the largest buildings on the 305-acre NIH campus is the Clinical Center.
It contains a series of laboratories and has about 500 patient beds. It is a research
hospital and restricts its admissions to patients whose medical problems are of a
type under study by NIH clinical researchers at the time. The patients receive ex
cellent, advanced care and, on occasion, treatments which are unavailable elsewhere.
NI H is comprised of a number of Bureaus, Institutes, and Divisions. For example,
we have the National Institute on Aging, the National Institute of Allergy and Infec
tious Diseases, and nine other Institutes whose names reflect their areas of concern.
Three of the NIH components are designated as Bureaus: the National Cancer Institute,
the National Heart, Lung, and Blood Institute, and the National Library of Medicine.
In addition, the NIH has a number of research and support divisions which perform
certain services for the NIH Bureaus and Institutes, such as the Division of Research
Grants which operates an information retrieval system and has responsibility for the
initial review of grant applications, and the Clinical Center which was already mentioned.
Each NIH component which supports biomedical research is headed by a Director
who has certain advisory mechanisms available to him or her. Such support is provided
either through the component's "intramural" program or through its "extramural"
program. The intramural program is centered around a series of laboratories in which
NIH scientists carry out research on various diseases. The larger portion of the com
ponent's research support activities, however, is through its extramural programs which
provide funds to outside institutions for the support of biomedical research and research
training, as well as for the development of biomedically-related facilities, resources, and
libraries. For example, the National Institute of Dental Research has six extramural
program areas. One deals with dental caries, one deals with periodontal disease, another
with pain control, and so forth. The administrators who head each of these programs
are charged with planning research within their area of responsibility, on a national and
international scale, and with encouraging the scientific community to pursue their pro
gram aims. Each extramural program has available to it two basic instruments of support:
one is the grant and the other is the contract.
I would like to give you some idea of the fiscal magnitude of the National Institutes
of Health. Last year the budget was about $2.4 billion; this year, 1977, it is about $2.5
billion. The greatest proportion of the NIH budget (more than 80 percent) goes to out
side organizations for the support of biomedical research and research training. About
8 percent goes for the intramural program and laboratory research on the campus; the
remaining 10 percent goes to support the Clinical Center and other central services. So
there is a tremendous amount of funds available to pursue many areas of research that
may be of interest to you.
Anybody who has a research idea that relates to the mission of one of the NIH
Institutes may submit an application to NIH for the research that he or she wishes to
pursue. Applications submitted to the National Institutes of Health go through two
levels of critical review. The first review is performed by a study section, comprised
of a panel of scientists from the outside community, who evaluate each application
on the basis of its scientific merit. After such evaluation, the application is assigned
a priority score, along with a written assessment and a justification for the assigned
score. It then goes to the appropriate Institute for a second review by that component's
advisory council. The advisory council reviews the assessment of the technical group
(the study section) and also looks at the application in terms of the relevance of the
proposed research to the mission of the Institute. Finally, it recommends that the
application either bejPproved or that it be disapproved. If the advisory council recom
mends approval, the application goes to the Institute Director for consideration as to
funding within the budget allocation available. Within these budgetary constraints,
funding of the application is based on its relative priority in relation to all the other
applications which have reached the Director after these two review processes.
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Last year NIH reviewed more than 16,000 grant applications. Half of those
were recommended for approval. Of those recommended for approval, half were
eventually funded at a total level·of somewhere close to $1.2 billion. The grant
proposal is, therefore, something that originates in the mind of the person submit
ting the application. If approved and funded, it becomes a grant-in-aid to pursue
an idea.
The contract, on the other hand, is slightly different. It is an instrument
through which NIH solicits proposals for research that it decides needs to be done.
The research design for a contract is developed at the NIH. It is used when there
is a need to develop a drug, to develop a vaccine, to conduct a clinical trial, etc.,
according to our specifications. On the basis of our rather rigid specifications,
individuals are invited to submit contract proposals in response to an NIH Request
for Proposal.
There are certain types of projects where one could use either the grant or the
contract funding mechanism but I have outlined the basic distinction between these
two instruments.
There is a very important brochure that I want to bring to your attention. It
is called "The Guide to NIH Programs and Awards" and can be obtained by writing
to Mr. Richard Turlington, Division of Research Grants, NIH, Westwood Building,
Room 448, Bethesda, Maryland 20014. This booklet outlines, in summary form, the
programs of every Institute within NIH. It tells you about their interests and respon
sibilities. It also lists the names of individuals at each Institute that you can contact
to get more information about the grants program and about contract possibilities,
and who will provide you with application forms. This is an extremely useful docu
ment, which is updated periodically. The date on our present booklet is March 1,
1976, and it is still current.
Although this peer review system has been used by NIH for quite a long period
of time, we became increasingly aware that it was not adequately responsive to many
of the problems that you are especially concerned about. Prior to 1970 or so, we had
very little representation of minority groups on the study sections and advisory coun
cils that review grant applications. For quite a few years, the large majority of NIH
funds went to institutions with little or no minority populations. Beginning in 1971,
however, the NIH developed a number of programs that reflected an awareness of the
need to direct some of these funds for the specific purpose of addressing the unique
problems of minority populations.
The first program of this type was called the Minority Biomedical Support (MBS)
Program and was generated by a group of Black scientists in conjunction with some
NIH staff. They persuaded the Congress to allocate five or six million dollars for the
development of research capabilities at predominantly Black institutions so that those
scientists could become better trained to pursue research related to the health problems
of minorities. That is not to say that such research was not going on already, but
minority scientists can, I think, best deal with, understand, and appreciate their own
specific problems. The program has been exceedingly successful, in my view. Today
there are close to 80 minority institutions that are receiving funds to buy equipment,
support student research facil ities, and train investigators. The scope of the program
has now been broadened to include all institutions with predominantly minority popu
lations, as well as other institutions with sizeable minority populations. The program
has been supported at rather modest levels, at around seven or eight million do!lars a
year, but it has been successful. A few Native American institutions have received funds
through this particular program.
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The NIH has also developed another program called the Minority Access to
Research Careers (MARC) Program. It provides support, through fellowships or
grants and awards, for advanced research training for faculty at minority institutions
who might have their M.S. degree and wish to get their doctorates. It allows for the
training of students under a special honors program which is just beginning. It also
provides an opportunity for visiting scientists from other institutions to spend any
where from several months to approximately a year at minority institutions to help
enlarge their research capabilities.
In addition to these two basic programs, the NIH has developed a cooperative
arrangement whereby any of its component Institutes can participate in the Minority
Biomedical Support Program by giving additional funding support to minority insti
tutions already in the MBS Program to conduct research activities that bear upon that
Institute's mission. The National Heart, Lung, and Blood Institute, the National Cancer
Institute, the National Institute of Allergy and Infectious Diseases, and the National
Institute of Dental Research have all "bought into" the MBS program by supporting
projects at various levels of funding, thereby making the MBS funds of an institution
stretch much further.
The National Heart, Lung, and Blood Institute has initiated a minority hypertension
research and development summer program. It is designed to provide specialized training
for faculty members and graduate students, from predominantly minority schools, in
recognized hypertension training centers to increase the participation of minorities in
hypertension research. This includes the prevention, control, and education aspects of
hypertension research.
There is approximately $50 million committed, or soon to be committed, for a
variety of programs aimed specifically at addressing minority health problems. You must
bear in mind that these programs are developmental. These special programs are designed
to increase the research capabilities of minority institutions and to accelerate the search
for solutions to problems of particular relevance to minority populations. In addition,
the vast funds that I spoke of earlier are always available. Anybody can compete for those.
I recently had an opportunity to look at the work of the National High Blood Pressure
Education Program, which is part of the National Heart, Lung, and Blood Institute. I have
been quite gratified by the tremendous amount of work they have been doing for minorities.
As an outgrowth of their initiative, a committee on high blood pressure in minority popula
tions was formed. Its function is to assist the National Heart, Lung, and Blood Institute in
policy decisions. The committee has identified the absolute need for a series of well designed,
epidemiology studies on the prevalence and incidence of hypertension in minority groups,
including Alaskan, Native American, Puerto Rican, Cuban, Mexican American, and so forth.
This workshop represents the realization of one of the committee's recommendations, and
is the first in a series to be held for various minority populations.
In conclusion, I want to note the growth in the NIH commitment to and funding of
programs addressing minNity health concerns since the early 1970's. This is evident in the
two programs I described here and in other NIH activities, as well as in the special programs
initiated by the National High Blood Pressure Education Program.
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FUNDING AND PROPOSAL WRITING AS A TECHNIQUE
Adelbert L. Campbell, MA, MPH

I would like to talk about funding and proposal development as a technique.
I think the proposal in itself should be a blueprint for what you are about or what
you are going to do. I should add that I will be drawing basically on my experience
and will be sharing with you some of the things I have learned along the way.
To give you a little bit of background, I am currently with an organization
called Health Systems Management Corporation. Before that I was with the Regional
Medical Program (RMP), a name you may recall. The RMPs were involved a great
deal in heart, cancer, stroke, and hypertension. Our organization, Health Systems
Management, is a descendant of what used to be the RMP. That is really where we
got our experience in developing hypertension programs.
Health Systems Management works with the California State Health Department
in a supportive role to help develop their hypertension program in the state.
Prior to 1973, there really hadn't been very much done in an organized way in
California to develop high blood pressure programs. There had been some work done
by the Heart Association, and some things were going on in a few medical schools and
some hospitals. In the middle of 1973, when the RMPs were first notified that they
were going out of business, we reorganized our program to centralize it and began to
look at programs collectively rather than at scattered activities around the state.
One of the concerns that our RMP had was getting services to the underserved.
In the past there had been programs in various states, but there still was a real gap in
getting programs to underserved communities. That is really the core of what I want
to share with you today: how to develop programs or proposals for underserved popu
lations.
The RMP set up an advisory council to describe the kind of program needed for
the state overall, and to pinpoint where those programs should be. Instead of having
the usual kind of blue ribbon advisory council with representatives from universities
and hospital administrations, we tried to get representatives from the community,
including consumers as well as providers, so that we would have a better fix on where
programs belonged, and who needed to be served. While the RMP still had funds, we
gave a grant to the State Chronic Disease Control Unit to help them write their State
Plan for High Blood Pressure Control.
The state plan was to be adopted by other health related organizations in the
state so that they could collectively say, "This is what we want to do and this is how
we should do it. These are our priorities."
What was interesting to me was that during this process of planning, we brought
the State Health Department into contact with some people they were supposed to
be in contact with, but never really had been. I think there is an important lesson
here: you have to spend time and energy trying to keep up with what is going on.
You have to spend the time and energy to work with organizations like your health
department, even though they may have been ineffective or insensitive to your needs
in the past. You have to make sure that they serve you. If they don't serve you, at
least know what is going on. That turned out to be crucial in our hypertension program.
As we got down the line, we found out that there was probably going to be money, as
a result of new legislation, that would be available through revenue sharing.
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At first we thought that money was going to be available and up for grabs to
whomever would apply, but it turned out it would have to go to the states. So who
would it go to? It would have to go to the state health departments. Had we not
been on top of it, we are pretty certain that the state health department was prepared
to let that money be returned to the Federal Govern ment because they just weren't
geared up to handle it.
But because of our involvement with our council and RMP, and because of the
kinds of citizens and volunteers we had working, we developed a plan for the state to
use that money. We set up a contractual mechanism so that when the money became
available to the state, the state would not have to hire personnel and go through all of
that red tape. It could simply contract the money out to us and we would hire staff
for them, and help them to distribute that money to the appropriate places.
The point I am trying to make is, you need to know what is going on. Secondly,
you must be in communication with the right participants or actors in the field. And
thirdly, you must be able to work together with people.
How does this last point fit into proposal writing? J think this has to be and should
be an important part of proposal development. When we were requesting proposals, we
always wanted evidence that the people developing the proposal were working with other
people in the corr.munity doing the same thing. How often have you looked around,
particularly in the larger communities, to find two or three different agencies all getting
money, sometimes from the same central agency, doing different pieces of the same little
jobs, often serving the same community, yet never talking to each other?
It is a waste of resources. And I think that is something that we all have a responsi
bility to avoid, because if it is wasted, none of us can use it.
You also have to work with organizations like your health department, to help them
understand your community and your community's needs. This goes beyond just writing
a proposal. If a request for proposal is announced, Gon't be afraid to pick up the phone
and talk to somebody who has responsibility for that proposal. It doesn't matter if it is
coming from Washington, or whether it is coming from your state capitol, or your county
seat. Talk to somebody about what the little details are, the little nuances in that proposal.
That may make the difference between whether or not you win it in competition. Often
the request for proposal is developed in, say, the health department office, and is sent to
another office where it is edited, and someplace else where it is typed. When they get
through cutting and pasting, it mayor may not be exactly what the originator of the re
quest had in mind. But he may still be reviewing the response to his request on what he
thought he said, rather than on what is really written.
So be sure that you know the intent of the proposal, and, to the extent that you can
do so, try to orient your local health department people to your community's needs. Let
them know how you function, how you operate, so that when they read certain things in
your proposal, at least it is not all foreign to them.
The State Health Department in California had no minorities in their entire chronic
disease section when we started working with them in hypertension. They now have
about five out of a unit of about nine or ten, so that is an improvement. I think there
is no question that we played an important role in that regard because we helped them
to find qualified minority people who could do the kind of job that had to be done. We
have people who can worJ< successfully with the Chicano population, people who can
work with the Black population, people who are conversant with those particular commu
nity needs.
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I guess I am talking about two different aspects of proposal development:
that which you do at home, and that which you do with the agency that is really
going to be running the program.
Intramurally, what can you do within your own community now? What are
the kinds of things that you have to do there, back at home? Again, I'll illustrate
with an example from my experience. The Drew Medical School is a predominantly
Black, postgraduate medical school affiliated with the Martin Luther King Hospital
which serves primarily Black and Chicano populations in south central Los Angeles.
Through RMP we had been working with several groups within the hospital,
and had funded two or three projects there. The school, with the professors and the
cardiologists, had developed a special proposal for tracking hypertension cases and
they were talking about setting up an electro-data processing system as a good way
of following patients.
The hospital auxiliary, composed of people from the department of social
services of the hospital and volunteers, were talking about training special volunteers
to work with hypertensive patients to get them to the hospital and help them follow
their regimen. But the people developing the two projects had not been talking to
each other. When the proposals came in, we could see that each was going to do his
own thing, and they really had no plans for working together.
When we looked at the overall needs of the community, each proposal alone
was very weak. By getting them to work together, and getting them to see how they
could pool resources, how the people of the school could be supportive to the volun
teers, how the volunteers could help support the computer patient recall project of
the cardiologists, they saw how they could enhance their programs through coopera
tion. They got together, rewrote their proposal, and submitted it as one. In fact,
we said that was the only way we would give them money. Sometimes you can apply
that financial pressure to influence people. Money does influence people.
The point is, had they started with a joint proposal showing how they were
pooling resources in their own community, and presenting evidence that they were
going to be working together, it would have been a stronger proposal in the first
place. Both components are now being funded and it is a rather successful project.
The point is, back home we have a job to do, and it can best be done by pulling
together whatever limited resources we have; communicating with other organizations
or agencies that may be doing the same kinds of things; working with the same popula
tion, to see how you can work together and strengthen what can be done in developing
proposals.
The last thing that I think is an important part of proposal development is evalua
tion. Based on what you do and how well you spend your money, you often have a
much better chance of getting additional resources. What I am suggesting to you is,
be realistic about what outcome you can achieve in your proposal or in your project.
I think that a few years ago, when there was plenty of money thrown around and
everybody was writing proposals, and people were making quite a fortune out of pro
posal writing, you had a lot of fancy writers who promised the world and really gave
you nothing. But I would much rather be honest about what I think I can do, what
I think I can achieve, and say that rather simply and in a straightforward manner.
Instead of promising a lot of fancy things, which you know darn well you can't pro
duce, why not say, "We can do this with these few dollars, in this period of time."
Those are important factors. What can you do in what period of time, and how can
you show that you have done it?
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You need answers to these questions, and not only to satisfy your funding
agency. You need these answers for yourself and for the community you serve.
You should be in a position to tell them what you have done, what you are doing
with their money and their resources, and the energies they are sharing with you.
In closing I would say that your evaluation is a very important part of your
proposal development and you need it, not only for your funding agency, but
you need it for yourself to see how well you are doing so that if you are right on
target, do more of the same, and right on. If not, then modify your program
appropriately so that it can be effective.
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You should be in a position to tell them what you have done, what you are doing
with their money and their resources, and the energies they are sharing with you.
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TREATMENT AND MANAGEMENT OF THE HIGH BLOOD PRESSURE PATIENT
Walter Hollow, MD

When a patient at the Seattle Indian Health Board is diagnosed as hypertensive,
he is educated about it. He is told what high blood pressure is, the complications,
the risk factors, how he is evaluated, how he is diagnosed, and, last of all, how he
will be treated and followed up. We educate the patient through the use of a slide
presentation that we have developed.
The first thing we talk about with the patient who has high blood pressure is
what the problem is. It is one of the most prevalent chronic diseases in the United
States. Twenty-three million Americans have it. There is also an astounding number
of Americans who have it that do not even know that they have it. They don't know
they have it because they have not had their blood pressures checked.
High blood pressure is a disease which can be diagnosed only by having your
blood pressure checked. In the majority of cases, there are no signs or symptoms
of the disease. You can go along feeling perfectly fine until you succumb to one
of the complications of hypertension.
There is an alarming number of people out there who do not even know that
they have high blood pressure; and there is a real need for screening programs in
the United States today. We have developed one at the Seattle Indian Health Board
to screen for hypertension and that is what we will be talking about here.
I think the data are really not in yet on the prevalence of hypertension in the
Indian population. Some early data suggested that the prevalence was quite a bit
lower than that in the non-Indian population. Some recent studies, however,
have shown that it is higher than that of the non-Indian population, so the data
are not at all conclusive at this point.
There are many risk factors which can predispose an individual to high blood
pressure and cardiovascular diseases. Some of these are: high blood cholesterol
level, obesity, smoking, lack of exercise and a genetic predisposition.
We also discuss the complications of untreated high blood pressure. Strokes
can result. You can have heart attacks at an increased rate with high blood pressure.
You can have heart failure due to an enlarged heart and fluid backing up in your
lungs. You can have kidney failure. These are major complications that can lead to
severe morbidity in your life and/or mortality if the primary cause, hypertension,
is not treated.
It is also important to note that hypertension has no age or sex barriers. Children
can have hypertension, as can adults and the aged. Both women and men can have
hypertension. It is a silent disease with very few symptoms, and it can strike anyone.
The diagnosis of hypertension is made with a stethoscope and a sphygmomanometer.
The diagnosis can never be made unless these instruments are utilized and the patient gets
feedback from the physician or the nurse who is taking this blood pressure as to what it
is and what should be done.
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We are happy to say that at the Seattle Indian Health Board we have an active
screening program. All of the medical personnel who see patients are well trained
to take blood pressure measurements. We have frequent staff training sessions so
that everyone in our medical clinic is aware of the technique for taking a proper
blood pressure and what its significance is to the patient. Let me tell you a story
to illustrate how effective our screening efforts are. A patient entered our clinic
recently, whose name is Mr. Fred Old Horn. He was feeling rather ill one day.
Actually he had a cold, so he came into the Indian clinic as he usually does. As
part of our screening process, the nurse took his blood pressure. His main complaint
was about his cold, and he expected to be seen only for that. When he was screened,
he was found to have a blood pressure reading of 195/118.
The first number, called the systolic pressure, is a measure of the pressure inside
the arteries as the heart beats and is pushing blood out of the heart to circulate it
through the system. The diastolic pressure, or the second number, is a measure of
the pressure inside the arteries when the heart is at rest. Hence, we have two readings,
systolic as the heart pumps blood out of the heart and diastolic as the heart rests and
is filling up with blood. This gives us an idea of what the pressure is within the arterial
system of the blood.
I just want to mention something about the technique of taking blood pressure.
The patient must have one arm completely free. The blood pressure cuff is placed on
the upper portion of the arm and the cuff is pumped up to occlude the blood coming
through the arteries in the distal portion of the arm. A stethoscope is then placed on
the ears and the diaphragm of the stethoscope placed at the apex of the elbow, right
underneath the brachial artery.
The blood pressure cuff is then pumped up so that all of the blood is occluded
from that artery and it is silent. You don't hear anything with the stethoscope.
Gradually you release the pressure from the cuff and, as that column of mercury comes
down, you listen with your stethoscope. The first sound you hear of the blood rushing
through the artery is the systolic pressure and you measure that on your column of
mercury. You continue to release pressure from the blood pressure cuff and, as the
sound disappears, you take a second mercury reading. That is the diastolic pressure.
Well, let us get back to Mr. Old Horn. He was seen for his cold and was well
treated and did much better. But the most important thing that happened during his
visit had nothing to do with his cold. He was counselled on the importance of the
possibility of having high blood pressure.
Our physician's assistant spent a lot of time talking with Mr. Old Horn, telling
him about the importance of knowing whether or not he had high blood pressure.
She described to him some of the complications I mentioned before, including the
possibility that it could lead to a heart attack or stroke or kidney failure. She told
him that the usual routine at the Seattle Indian Health Board was to have the patient
come back for three separate blood pressure checks, not by a doctor or physician's
assistant, but by the nursing staff who are well trained in taking blood pressures.
Mr. Old Horn came back to the clinic three times in a row. His blood pressure
was taken. He was found to have an elevated blood pressure on each one of the clinic
visits. It should be noted that he is allowed to sit down and rest prior to having his
blood pressure taken.
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The blood pressure is taken in both the lying and the sitting positions and at
the end of that period of evaluation. Since all the readings were elevated, it was
determined that he needed an official, initial evaluation for high blood pressure.
Arrangements were made for him to be seen by either a physician's assistant
or anyone of the doctors or nurses in our clinic.
Just a little bit about what a physician's assistant is, or a medic or a community
medic. These are people who are registered nurses with advanced training. They are
well skilled at taking histories, doing physical examinations, evaluating, doing lab work,
diagnosing diseases and, in certain cases, treating them, all with the direct supervision
of a physician. A physician is always there for consultation, but the physician's assis
tant or mid-level practitioner is well qualified to do initial screening examination such
as this.
The initial evaluation consists of a very good history and a physical examination
which specifically looks for any target organ damage, such as of the kidney or heart.
We also look for any reversible or curable causes of hypertension. If those are found,
there is the possibility that surgery could cure his hypertension for good.
Certain laboratory tests are performed: the E KG, chest X-ray, blood tests,
urinalysis. After all of that is done, the results are evaluated, synthesized, and a plan
of treatment is made for the patient.
Let us see how this happens in Mr. Old Horn's case. When the patient's history
is taken, the physician's assistant describes the various risk factors using a series of
slides to illustrate her point.
In addition, while taking the patient's history, we try to elicit symptoms that he
might have, which could indicate a cause for the high blood pressure, which is
potentially curable.
Some of these causes are, very briefly, Cushing's Syndrome, which is an abnor
mality of either the pituitary gland or the adrenal glands in which too much adrenal
hormone is secreted, which causes the blood pressure to be raised. Surgery could
potentially correct this and the patient's high blood pressure would be cured.
Pheochromocytoma, which is a tumor of the adrenal gland, can cause high blood
pressure and is another potentially curable cause of high blood pressure. Coarctation
of the aorta and renal vascular compression are also potential causes of high blood
pressure that can possibly be cured by surgery.
During the medical history, we also ask the patient about his family history. Did
his father have high blood pressure? Did his mother have high blood pressure? Did any
one in the family die of heart attacks or strokes, or related diseases?
Also during the history taking, we go over some of the risk factors. Does he smoke?
What is his age? Is he obese? What is his diet like? Is it high in cholesterol and fats? How
much exercise does he get? We try to get a good picture of his lifestyle, to look for possible
ways that it may be changed to help in the treatment of his hypertension.
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A complete physical examination follows the history. It includes two blood
pressure measurements, one taken in the standing and one in the lying position. We
examine the back of the eyeball to see if the arteries are narrowed or if there are
hemorrhages and exudates. You can get some idea, on the basis of the physical
examination, of how long the patient has had high blood pressure and how severe
it is. The thyroid gland is also checked because certain diseases of the thyroid re
late to hypertension.
A very careful examination of the heart is done to check for murmurs or some
irregularities of the heart rhythm. The lungs are checked for fluid, which could be
a sign or symptom of heart failure. We examine the abdomen, both the liver and
spleen areas, looking for causes of chronic heart failure and increased accumulation
of fluid, which will make the liver increase in size. The kidneys are also palpated to
check for abnormalities.
A very important step in the physical examination is testing of the pulses. The
carotid pulses in the neck should be symmetrical and equal on each side. If they are
not, it could mean possible hardening of the arteries. Pu!ses in the radials, femorals
and the arteries down at the feet are also checked. We examine for any edema or
swelling, which could be a subtle sign of heart failure.
With all of these things done, the physical exam is then over. Mr. Old Horn is
not quite done with his initial evaluation, however. He now goes on to have certain
laboratory tests, including an EKG, which helps us determine if there are any irregu
larities of the heart. His blood is drawn for certain laboratory tests. He also has
urine taken for a urinalysis to see if there is anything wrong with his kidneys. He
has a chest X-ray to see if there is any enlargement of his heart or any fluid backing
up in his lungs.
After the laboratory data have been gathered, the physician's assistant will fre
quently discuss all of the laboratory findings, the history, and the physical exam
findings with a physician.
In the case of Mr. Old Horn, we both determined that we could find no secondary
causes of high blood pressure that could be cured by surgery. We also knew that there
was some end organ damage and that he did have some abnormalities of his kidneys.
He also had a slightly enlarged heart. Based on these findings, we decided on the form
of treatment most appropriate for Mr. Old Horn.
The next, and most important, thing that takes place is to discuss all of the labora
tory data and findings from the physical exam with the patient so that he understands:
one, that he has high blood pressure; two, that it is essential hypertension; and three,
that he probably needs treatment. What follows is a lengthy description of what kind
of treatment that will be.
Mr. Old Horn was told that he probably needs to be placed on medications to help
prevent any further end organ damage, help prevent any further damage to his kidneys,
and help prevent any further worsening of his enlarged heart. He was also told to modify
his diet so that it is low in salt and cholesterol, as well as to increase his activity so he
can lose some of his excess weight.
At the Seattle Indian Health Board we have trained dieticians that go over each
diet in detail with the patient and help him formulate a plan that he can follow most
easily at home.
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Some patients can have their hypertension treated and well taken care of by just
going on a proper diet and getting the proper amount of exercise and stopping smoking.
Other patients, in addition to doing all of that, will have to rely on medication to lower
their blood pressure. Some will need just water pills. Some will need water pills plus
other forms of antihypertensive medicine which I will not go into. We think it is impor
tant for each patient to know the name of his medication and how many times a day he
should take it.
At the time that medication is dispensed to a patient all of the side effects or poten
tial side effects and complications of the medication are described to him in detail by
the pharmacist.
The last and final phase is follow-up evaluation. Essential hypertension is chronic;
there is no cure, only treatment. A patient with high blood pressure needs to be re
evaluated and seen at regular intervals to make sure that he does not have any side effects
from the drugs or develops any further complications from the disease.
During follow-up visits, drugs can be added or changed and dosages adjusted. But
the most important reason for frequent visits at regular intervals is the opportunity it
gives the health practitioner to educate his patient.
We have really enjoyed putting together our screening program at the Seattle Indian
Health Board and hope that, in the future, we will have some data which we can use for
biostatistical analysis to gain further insight into what the prevalence of hypertension is
among Native Americans.

ROLE AND RESPONSIBILITY Of THE PHYSICIAN AND STAff
Gloria Marie Yazzie

My name is Gloria Yazzie and I will be talking about the role and responsibility of
the medical staff in high blood pressure control.
The registered nurse, the licensed practical nurse, and the medical assistant all take
part in screening the patient. They take the vital signs on any patient that walks through
the clinic. We take blood pressures on everyone.
Our pharmacist and pharmacist's aide also take blood pressures on patients who come
into the clinic to pick up antihypertensive medications and on women coming in for birth
control medication refills.
In the dental clinic there is a licensed practical nurse who screens patients. She teaches
the dental assistants and the dentists how to take blood pressures so we will be screening
people at the dental clinic on a routine basis.
During any powwows, basketball games, or any gatherings that bring Native Americans
together, we staff a booth with volunteers from our clinic to screen people for high blood
pressure. The volunteers are high school students, medical students, nursing students, and
any other medical staff members with expertise in hypertension control. Usually these
booths are put up on weekends. It is just done in the Seattle area; we don't go to any
reservations.
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Our clinic is going to buy a community van and students are going to do health
maintenance screening. We are going to include blood pressures and other things, such
as immunizations, tuberculosis testing and testing for diabetes.
Whenever we find anyone with high blood pressure, he is sent directly to the clinic
where he is seen by an RN or LPN. Once the patient is in the clinic the nurse takes a
blood pressure reading, interviews the patient, discusses the significance of the one ab
normal blood pressure measurement, explains what high blood pressure is, and describes
the procedure that will be followed to find out if the blood pressure is really abnormal.
Anyone found with a blood pressure reading of 140/90 and higher is instructed to
come back every week for three weeks. The average of the three blood pressure measure
ments is recorded. If it averages 140/90 and above, the patient is considered to have high
blood pressure.
Then the nurse makes an appointment for the patient with a mid-level practitioner
or physician. The nurse again explains the significance of high blood pressure and tells
the patient what to expect during his next visit.
The evaluation is usually done by the mid-level practitioner, and in our clinic we
have a medic, a family nurse practitioner, a community health medic and a physician's
assistant. We call these people mid-level practitioners. Any new cases that a mid-level
practitioner picks up is gone over with a physician.
The physician or mid-level practitioner takes over responsibility for the total health
care for the patients he sees.
Any patient who doesn't show up for his appointment, whether he has high blood
pressure or not, has his chart routed back to the primary practitioner. If we can't get
the patients back by letter, we try to make a phone call. If the patient doesn't have a
phone, a mid-level practitioner will go out to the home and find out what is going on.
All members of the medical clinic help in the management of the patient. We all
use our own techniques to make sure the patient stays within the system and doesn't
get lost. For example, if a hypertensive patient only returns to the clinic sporadically
and this is noticed by the pharmacist when the patient comes in for a medication refill,
he will only be given enough pills for a week or two, just to make sure that he comes back.
The nutritionist who counsels hypertensive patients on a low sodium diet or a weight
reduction diet follows these patients until she is sure that they understand their diet. This
may take two or three visits or more. The nutritionist is also trained to take blood pressures.
If she, too, sees that the patient hasn't been coming back for visits, then she makes sure
that he comes back by making an appointment for the patient.
We follow a protocol, or treatment plan, for high blood pressure in our clinic. It is
to assure quality of care. It is utilized to make the whole medical staff use the same
approach in detecting and treating high blood pressure. It continues to be revised as new
medical knowledge becomes available and, last of all, it is used for medical legal purposes.
We are currently doing an audit of our medical records to make sure that every
patient who comes to the clinic has his blood pressure measured. We are trying to reach
a goal of 90 percent. We are also looking for any abnormal blood pressures and we want
to detect any untreated high blood pressures, and make sure all the patients diagnosed
with high blood pressure have a treatment plan.
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Presently two mid-level practitioners are tabulating the data for this audit of
hypertension. We review the findihgs with the medical staff. The medical staff, along
with the audit committee, give a monthly report and the Health Board Organizations
get a quarterly report. We have two people in the planning department that collect
the data. The audit is done once a week on every chart seen that day.
Presently, we are forming a team consisting of a physician and mid-level practi
tioner, a nurse and a clerk to work on this audit for high blood pressure. They are
going to be the ones to collect the data and write the criteria. Right now we are just
trying to make sure that all people who go through our clinic have their blood
pressure taken.
For patient education we use materials from the National High Blood Pressure
Education Program, American Heart Association, and various pamphlets from drug
companies. We don't have any posters yet, but we are using local Indian artists and
an Indian organization in Seattle, called the United Indians of All Tribes Foundations,
which produces our audiovisual material for high blood pressure. We are currently
writing a text on high blood pressure for our patients.
We have just started a program to teach patients how to take their own blood
pressures. We are going to have some funds to get blood pressure cuffs and stetho
scopes so patients won't have to go out and buy their own. The registered nurse and
licensed practical nurse teach the correct technique in the clinic, while the public
health nurse teaches in the home.
We also conduct in-service training in blood pressure measurement. The registered
nurse is the one that teaches the staff how to take blood pressures. We are trying to get
the social services and other departments in the clinic up-to-date on how to take a
blood pressure.

ROLE OF THE ANCILLARY HEALTH PERSONNEL
Janis Arnold, RN
I am a community health nurse. I am going to talk about my role as a nurse, how
I go to the patients' homes and see them in their own environment, and function as
part of the health team in the management of hypertension or any other chronic or
acute disease that requires home care.
A person going into the home as a representative of the health team has a unique
ability to see the patient outside the clinic setting. We can make all kinds of plans for
the patient, and, if the patient is not following his treatment plan at home, we are not
going to get the results that the patient and staff desire. Home visits are a vital part of
the treatment we provide our clients. Continuity of care is enhanced through the infor
mation I am able to gather from a home visit. This information is an important factor
used in staff conferences and plans for follow up.
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As part of our screening program, I routinely take blood pressure measurements
on all patients I visit. I sometimes see patients who are not regular clinic patients but
may have been referred by the social service department, or public schools, or another
outside organization. If I discover an elevated blood pressure, I can make arrangements
for the patient to be seen in the clinic for further evaluation of this problem. This case
finding also applies to any other health or social problem that might come to my atten
tion during a home visit. I receive referrals from the medical clinic for evaluation of the
patient's home situation - especially when the therapy plan is not achieving the desired
change in the blood pressure, or if a patient repeatedly fails appointments, etc.
As part of the maintenance program, I check out the patient's response to a disease 
in this case hypertension. When a patient is informed that he might have a particular
health problem or disease there is an emotional reaction. The patient may become very
anxious, feel threatened, afraid or upset when he is first told that he has diabetes or he
has high blood pressure, or whatever it may be. I can be there to help the patient and/or
the family cope with this reaction and to begin to understand the problem and hopefully
work with us.
During this time when the patient learns that he has hypertension he may be so
nervous or upset that he cannot retain or remember things that have been explained
to him. In the patient's home, in a more relaxed atmosphere, I can evaluate how much
the patient remembers, what his understanding of the disease may be and work to
correct any misconceptions or fears. I review the facts we know about hypertension 
using audiovisual aids, written literature and discussion - until he is satisfied and I am
satisfied that he has a basic understanding of the disease and the implications in his
lifestyle. Teaching and patient education entails constant review and this is an impor
tant part of learning and remembering. I can also answer (or try to find the answer to)
any questions about health or health practices the patient may have. These home visits
provide an unharried atmosphere so a patient can feel free to ask questions or ask to
have something reexplained. A home visit can demonstrate that we care about this
patient and want to be available to help.
The patient's motivation to get his blood pressure under control will largely influence
his willingness or ability to cooperate with a treatment plan. Sometimes a home visit serves
to sustain or reignite the patient's motivation. A home visit can serve as a "reminder" for
the patient.
Dietary compliance ;s an integral part of the plan of care. Sodium, or table salt, res
trictions are very common dietary modifications we prescribe for hypertensive patients.
I will assess the patient's 'awareness and knowledge of foods that are high in salts. I can
review with the patient the foods he should avoid. The person who does the meal prepara
tion also needs to be included in these discussions. Some people have a lifelong habit of
eating ham or bacon with eggs for breakfast - and we know ham and bacon are high in
both salt and cholesterol. Some things we will not be able to change and this, too, we
need to take into consideration.
Exercise is important in helping to lower the blood pressure. Explaining how regular
exercise will benefit him may increase the level of motivation. If the patient is at all
willing to get some type of regular exercise in his life, I can help him to locate sources
like the YMCA or other exercise groups available in the urban setting.
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As far as the medication therapy goes, I can check out what the patient's under
standing is regarding the prescribe~ medication routine. I can see how he is following
the therapy by checking the medicine bottles to see if the number of pills goes down
from one visit to the next. I can find out through interviewing the patient whether
he is experiencing any side effects which sometimes come along with the antihyper
tensive medication. Sometimes we change the medication therapy to lessen side effects
or to help the medication schedule fit in with the patient's lifestyle, Le., changing the
medication schedule from four times a day to twice a day.
I can also check the patient for any other diseases or problems like a respiratory
infection, skin rash, etc. I do some basic physical assessment in these situations.
Medications sometimes prescribed for other ailments can raise the blood pressure 
for example, over-the-counter cold medications. In these instances, I would contact
the practitioner treating this patient for consultation.
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We like to involve the family group if we can in the care plan. Teaching the family
members how to take the blood pressure and what the blood pressure numbers mean
can serve as strong reinforcers for the patient to stay with the treatment plan. We can
also teach the patient to take his own blood pressure if he is willing. If the family members
are interested in learning about this condition, then I feel this is important for purposes of
prevention as well.
We provide transportation for our patients who do not live near major bus lines.
We pick them up for appointments at the medical clinic, specialty clinics, dental clinic,
etc. If it is difficult for the patient to get to the medical clinic for a follow-up appointment,
I can make a home visit.
I have already stated that we do have case conferences on patients, especially on
patients who may not be responding to therapy the way we originally planned. If the
blood pressure remains elevated, the medication dose may have to be adjusted, etc., and
my input serves to give a more complete picture of the patient. Our goal is to bring the
general health of the patient to a mutually acceptable level.

HYPERTENSION IN NATIVE AMERICANS: ALTERNATIVE TREATMENT PROGRAMS
Patrick H. Mattingly, MD

The points I wish to have you take away from my presentation are very simple. The
first is that all the elements of the elaborate plan and program we have at the Seattle Indian
Health Board are worthwhile. There is good evidence that we can do something about hyper
tension, and by doing something about hypertension, we can reduce morbidity, that is, the
illness, and mortality, particularly early deaths.
The second point is that we really don't know, at this point, what the extent of the
hypertension problem is among Native Americans. We will go through some of the informa
tion that xists and we will conclude that we simply do not know how great the problem is.
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Thirdly, I would like you to take away from here the notion that a great deal
of hypertension, and the possibility of increased hypertension appearing within the
Native American community, may be based largely on behavioral, or lifestyle factors.
Furthermore, in approaching this problem in terms of both prevention and treatment,
I feel that the Native American community should look to traditional, wholistic health
practices. These health practices are culturally ingrained in the Native American commu
nity and may have a greater chance of preventing some of the behavioral changes that
contribute to hypertension. I will deal with that more specifically later on.
Now, the first point that I mentioned concerns the procedures for diagnosis and
treatment, and the need to stress follow-up to make sure the patient maintains normal
blood pressure. The justification for this has only come within the last 15 years. The
Veterans Administration study showed quite clearly that people with moderate hyper
tension (i.e., with a diastolic blood pressure greater than 105 at the time of diagnosis)
who had controlled blood pressure for 12 years or longer, had a significantly reduced
risk of morbidity and mortality from heart disease, strokes, and the other recognized
complications of hypertension. That was the first time that lowering blood pressure
made any real difference. This study also indicated that people with mild high blood
pressure, defined as a diastolic blood pressure between 90 and 105, did not experience
a significantly reduced morbidity or mortality when put on treatment.
In addition, there has been a 1O-year study conducted by the Public Health Service
Hospitals which will be in press in the near future. This study also concentrated on the
patients with mild hypertension, and did not demonstrate a significant reduction in
morbidity and mortality as a result of treatment to lower their blood pressure. It did
demonstrate that a certain percentage of those patients who began with mild high blood
pressure did develop a more elevated blood pressure to the point where they needed
treatment.

It is important to keep this in mind because later on I will talk about alternative
treatments for hypertension. Remember that mild high blood pressure may not need
specific medical treatment after the initial diagnosis, but may require careful follow-up
and repeat measurements to determine if the blood pressure is getting dangerously high.
There may be alternative ways of dealing with mild hypertension, other than medication.
Research and evaluation of high blood pressure in the last 20 years has yielded
various statistics of how widespread high blood pressure is in the nation. The figures in
the literature tell us that anywhere from 10 to 20 percent of the total American popula
tion has high blood pressure or hypertension. The reason for this range of figures is that
in all of the reports there were differences in the definition of hypertension, the method
of study, the people studied, and the size of the sample.
The data that exist on specific groups within that population are varied. Blacks have
a significantly higher rate of blood pressure elevation than do Caucasians, the numbers
being somewhere in the range of 25 percent for Blacks and 18 percent for Caucasians.
(These figures are based on the 1974 National Health Statistics studies.)
In the Native American community, the published literature is very spotty and
inadequate. Over the last 20 years a handful of papers or studies have reported the
incidence of blood pressure elevation in Native American populations ranging from one
to five percent. These statistics come from studies that were usually done retrospectively,
that is, by going back over charts of certain patients in certain locations. In one case, a
tribe of White Mountain Apaches was studied, and in another case, the Papago tribe. We
can't really generalize to the entire Native American population from these two tribes.
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There are some other data, however, that suggest that hypertension, or high
blood pressure, may be more prevalent among Native American communities. For
example, a survey done in the Dallas 'urban area, in preparation for establishment
of a program there, showed that almost nine percent of the people responding had
a history of high blood pressure. In the Puget Sound area surrounding Seattle, the
Small Tribes Organization there did a screening survey and found that 10 percent
of the 800 people surveyed had a history of high blood pressure, and eight percent
actually had an elevation at the time of survey.
So we have scanty, inadequate reporting about the Native American population
with some evidence that it is higher than reported. Perhaps we can look at some
epidemiological reasons that might explain this trend toward an increased occurrence
of hypertension among Native Americans.
There is a great deal of discussion in the literature on hypertension about epi
emiologic factors in different populations that may contribute to hypertension. It
is commonly said, although it is controversial, that native populations worldwide
rarely suffer from hypertension or from cardiovascular diseases of any kind. When
I speak of '.'native populations" I am referring to people who basically live by their
own labor, be it farming or hunting, eat the foods that they collect, are very physically
active, and who have not been integrated into western European society. There have
been many reasons postulated as to why this is true, but in general this is a commonly
held principle.
There have also been studies done to trace what happens to native populations
once they change their culture, their lifestyle, their diet, and increase stress in their
lives, all of which are risk factors in the development of hypertension.
This attempt to demonstrate lifestyle changes is very important, esepcially such
things as an increase in the consumption of salt, higher caloric diet and increased weight,
decreased physical activity, increased psychological stress, and the introduction of ciga
rette smoking. If these factors are operative in the development of hypertension, and
keeping in mind that over the last 50 years there has been a dramatic increase in the
introduction of these factors into the Native American community, particularly in the
urban areas, then we might expect to see a change in the amount of hypertension in
the community. So if the occurrence of hypertension was lower 20 years ago, it might
be increasing now based on this theoretical principle.
The second factor that might explain both the low figures in the past and the
higher figures now is the method of measuring and reporting high blood pressure.
The past data were accumulated from various sources in medical charts and in scant
reports. One report in the literature comes from a missionary who described that he
didn't see anybody with hypertension.
In the last few years the Indian Health Service has been stressing detection and
screening for high blood pressure. It stands to reason that, as we look more closely
for high blood pressure and better educate our staff and our patients to the problem,
we are probably going to detect more high blood pressure. This is also a basic prin
ciple of epidemiology that can't be discounted in explaining any noted increases.
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Now that there is a computerized data base within the Indian Health Service,
I am looking forward to tapping that and getting a more updated figure on the
actual existence of hypertension within the Indian population.
A fourth factor that we might look at is the genetic factor. Hypertension is
thought to be a multi-factoral disease, that is, there are many different things that
contribute to a person having high blood pressure. We mentioned stress and diet,
but there is probably also a genetic factor involved. Certain groups of people, and
certain families within those groups, have a higher incidence of high blood pressure.
It may well be that low blood pressure among Native Americans is genetic, and that
someone who is pure blood may have a very low chance of having high blood pressure.
If that is the case, then we might expect the low incidence of high blood pressure
among Indians to change. More and more Native Americans are intermarrying with
other racial groups, particularly in the cities. If there were any genetic protection
against hypertension, it would be liable to change as time goes on.
A final factor that we might point to is the number of patients in the Native
American community in different age groups. The thing that is significant about
this is that throughout the world, in all populations studied, high blood pressure
occurs more frequently as people get older. This is a fairly linear increase, such
that the older you are, the more likely you are to have high blood pressure. In
fact, the average blood pressure of large numbers of people studied in each age
group gradually increases. The general population of Native Americans in this
country is a young population. In our figures, 50 percent of our patients are un
der the age of 21, 80 percent are under the age of 40. The statistics for the Indian
Health Service, area wide, are fairly close to that. We have only a small percentage
(less than 10 percent) over the age of 65.
The major impact of the improved health care over the last 20 years for Native
Americans has been to reduce certain causes of early death such as acute infections,
pneumonia, acute infectious diarrhea in newborns, and tuberculosis. If this trend
continues, with more and more Native Americans receiving better health care, we
can expect more people to reach the older age groups. In turn, we might expect an
increase in the number of people who have high blood pressure in the community
and, therefore, a need to spend more time looking at this problem.
Now I would like to review with you exactly what can be done to give us a
better idea of the extent of the high blood pressure problem in the community.
A member of the staff of the Seattle Indian Health Board has already presented
our model for high blood pressure control. I would like to mention the other part
of this effort - the data collection that goes along with our clinical evaluation of
high blood pressure and its treatment.
Early in the development of our program, because we had to justify the exis
tence of urban health care for Indians, we began collecting data very systematically.
We used the problem-oriented charting system which clearly identifies specific
problems of patients. Since 1973 an encounter form for every patient visit has been
completed and tabulated in a computer. From this system we can extract the number
of cases or the number of patients with certain diseases that we have been tracking.
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Last year, we instituted an audit system in which we review our medical records
one day a week. We look at every chart that comes through to check for certain things
that reflect just how well we are doing in detecting high blood pressure. It would be
valueless for us to say how many patients in our clinic had hypertension if we weren't
measuring their blood pressures. So we established an audit system to find out just how
well we are doing with this.
Initially we only audited the fact that we were measuring blood pressures. We
found in the very first month of the study that we were actually only measuring blood
pressure on 50 percent of the patients over 18. From that came the criterion that we
now use, which is, every patient gets a blood pressure taken every visit.
We have improved our system to the point that we don't only audit to see that a
blood pressure is taken at every patient visit, but also that if a blood pressure exceeds
the norm, which we define as 140/90, the practitioner writes it down as a problem and
formulates a plan to deal with it. Essentially, we are trying to find out how good we
are at picking up the hypertension that exists in our patients. This is coordinated through
our team effort, with the mid-level performing the statistical compilation.
I would like to tell you what we found in our clinic, and how important it is for
those of you who may go back and attempt to do similar things. For the period up to
the time that we started our audit - that is, 1974 through December 1975 - we saw
about 7,000 individual patients in our clinic. The percent of patients encountered in
that 7,000 who had an increased blood pressure of 140/90 or greater was only 2.57.
That is pretty much what is reported in the literature and we might be comfortable
saying that we are just about the same as all other Native American populations.
But then we looked at our data for the year 1976 since we started our audit.
During that time we saw 2500 individual patients and we detected an increased blood
pressure in 201 patients, or 7.9 percent. So, the process of educating our staff, es
tablishing some cirteria for what we are doing, and auditing what we are doing apparently
tripled our yield. There is no reason to assume that our population changed or that any
other factor was introduced other than our detection and reporting techniques. This
relates to the point I made earlier about reasons why we have had low numbers in the
past and are getting higher numbers now: it may be due purely to methodology.
I might also add that the breakdown by age group and sex correlates with our
general population breakdown by age and sex. I specifically mention this to point out
that we are not having any increase in prevalence in the younger age groups greater
than would be expected in our population. It would be disturbing if we had a rate
of increase which was greater in the younger population than in the older population.
Now we are going byond this initial data analysis and audit by actually reviewing
each one of the 378 charts of patients that have been identified as having high blood
pressure. We are going to be looking at whether or not these people had at least three
repeat blood pressure measurements that averaged out to be greater than 140/90, whether
they were started on treatment, and whether they were followed up. If they weren't
followed up, we will look for the reasons why they were not. If they are still in care at
the program, we will check to see if they are under control at the present time. We will
also look at where these people come from (what tribe). We have over 132 tribes repre
sented at our clinic. In addition, we also have Eskimo and Aleut people from Alaska.
We also want to know where these people grew up. Did they live on the reservation and
then move to the city, or are they second generation city dwellers?
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We will also be using this system to detect patients who are not coming back
for follow-up. Each month we will get a printout from the computer that will up
date the records of our hypertensive patients.
Each quarter we will get a computer printout of our hypertensive patients not
seen at the clinic during that period of time. This will be an indicator to us that these
people failed to come back for a routine appointment (!lased on the assumption that
most hypertensive patients will be seen during a three-month period). This is one way
of attempting to monitor what we are doing and how effectively we are doing it.
I would now like to turn to the final point of my discussion, and that is, whether
or not the methods of treatment that we presented are the only ways of treating hyper
tension. What we presented earlier is a fairly standard treatment approach starting with
medications such as diuretics, and proceeding to stronger antihypertensive medications.
At the beginning of my discussion, I noted that people with mild hypertension,
defined as diastolic blood pressure under 105, who receive treatment with medication
to lower their blood pressure, do not experience a lower rate of morbid events (Le.,
strokes, heart attacks, and heart failure) when compared with mild hypertensives not
receiving medication. There is some evidence that untreated mild hypertensives ex
perience an increase in the rate of certain minor abnormalities, for example, an indica
tion on their electrocardiogram of a strain on the heart. The exact significance of
those findings is not yet known and it will take more years to find out.
But there is reason to believe that the people with mild high blood pressure are
not at immediate risk. Therefore, it would be considered ethical and appropriate for
us to try alternative treatment methods.
There has been a great deal of evaluation in the last 10 years on certain alternative
measures. Basically, the kinds of areas that have been studied are those that involve the
alteration of behavior and lifestyle, and the change in those iactors which we think are
involved in hypertension. Therefore, such things as weight reduction programs and salt
restriction programs have been attempted.
It has been shown that stopping smoking, and/or reducing weight, and/or restricting
salt in a patient with hypertension will lower blood pressure. This is in people who have
what we call essential hypertension or primary hypertension, as opposed to those people
who have the types of hypertension that may need surgical correction.
More recently, other types of treatment have been tried that attempt behavioral
modification. These involve a wide range of treatment from cultural and religious tech
niques, such as Zen, Yoga and transcendental meditation, to more scientific techniques,
such as biofeedback and progressive relaxation therapy. All of these treatments offer
the patient techniques to alter the part of the nervous system which is thought to regu
late blood pressure.
In the studies done so far, these techniques do lower blood pressures. However,
these have been done on patients over a short period of time only. We do not know if
these techniques will work over 20 years, but they will work over a short period of time.
A fair number of those patients tested who use these techniques can reduce their blood
pressure both during a session of treatment and later by repeating the same kinds of
therapy. This is reproducible and effective, but it is selective. Not everybody can learn
these methods.
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I think that these findings have a direct application to our problem of high blood
pressure within the Native American community. I would like to leave you with this
idea, one which I would like to introduce to this workshop as a recommendation. If,
in fact, as our present studies indicate, people can be taught to change their behavior,
reduce the stress in their lives and relax; if they can be taught to change their diet, stop
smoking and reduce weight as a means of correcting mild hypertension, then it would
naturally follow that we should incorporate these methods into any overall blood
pressure program.
We have mentioned these techniques in our program, but we have stressed the
medications. I am not advocating abandoning the use of medications in those patients
who need them, because we know quite clearly that they do work in those patients
who have blood pressure elevations in the moderate level.
But I think that we already have within the Native American culture a model for
this type of treatment. I speak of this not as a Native American myself, but as a non
Indian working within the Native American community. I find that the patients I treat
are very receptive to approaches which stress traditional, what I would term, wholistic,
medical treatment.
In western medicine we separate the physiologic person from the psychologic
person. As far as I can tell, this is the first major system of medicine that has done
this. In almost all other cultures there is no separation. What you eat, what you think,
your religious beliefs, your social beliefs, and the medicines you use are all part of the
same system. This holds true in the experience I have had with the different tribal
groups that we treat. What I am suggesting is if the Native American community is
to make a concentrated effort in educating people about hypertension and its preven
tion, then an approach which stresses a traditional medicine approach should be con
sidered. It would concentrate on those aspects of behavior that can be modified, the
kinds of things that in the old ways, among the old people, can be done by the medi~
cine man or the shaman. These approaches may be more acceptable than elaborate
nutritional counselling or talking about salt.
In summing up my presentation, I would just like to remind you that we know
very little about the cause of essential hypertension, but we do know treatment can
prevent serious complications. There is, however, little known about the true occur
rence of hypertension in the Native American community, and we need to look for
this more closely.
Finally, there is evidence that the alteration of behavior and lifestyle can have
significant effects on mild hypertension and, within the Native American community,
those aspects of traditional medicine and culture which affect a person's behavior and
lifestyle could be used in a program to control blood pressure in the community.
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UTILIZING THE NEWS MEDIA
Alice M. Parsol1s, RN, MPH
Health education materials must be developed which will be understood by the
people served. We in the field of health too often assume that the general public is
as interested in health topics as we are. We assume that the average person will devote
a great deal of time looking up medical terms in the dictionary, all in the name of
interest. Perhaps the highly motivated individual, who is convinced that his newly
diagnosed illness is serious, will seek more information. He is indeed rare.
But what about the healthy person we are trying to reach for the purpose of
promoting an understanding about the prevention of illness? What about the indi
vidual who has not been convinced that he has a serious illness? What about the
patient who is awed not only by the sterile clinical environment, but also by the
medical language and hesitates to ask questions?
Generally, the three major groups of people we, the health educators, need to
reach are: (1) The healthy person who has little or no interest in the prevention of
illness. He's the person who says, "I'm too healthy. It will never happen to me;"
(2) The recalcitrant patient who is not convinced his illness is serious and neglects
medical treatment; and (3) The patient who is awed and confused by the whole
medical scene and feels he can't ask intelligent questions.
The three groups described are not unique to any particular culture or ethnic
group. They are not necessarily unique to any particular level of life. They are the
housewife, the student, the plumber, the teacher, the businessman, the professor,
the old, the middle aged, the young, Indian, Black, Spanish American, Anglo, Orien
tal, and so on. They are the general public, whether on a reservation or in a community.
Today we are focusing our attention on one particular illness - hypertension. The
procedure used in the development of an educational program for hypertension is not
unique. Working with the Indian people over the course of years on a variety of health
problems - diabetes, prenatal care, family Iife education, dental health - one learns
through experience which approach or technique would be more successful.
To begin, it was agreed among the professionals staff of the Indian Hospital and
Field Health Services that there was a need for an in-service education program on hyper
tension for the purpose of gaining updated knowledge. It was also agreed that if a pro
gram was to be effective both the hospital staff and the community workers should be
provided the same information. For this reason a similar meeting was conducted for the
community health workers. However, more emphasis was placed on teaching patients
in the home and conducting a survey for the detection of hypertension.
A graduate student in health education assigned to the health education office for
field training was interested in developing educational materials on hypertension. She
developed a series of slides with an accompanying cassette tape on hypertension, using
an Indian male nurse aide as the actor. The slides show the patient with hypertension
and how he takes care of his health.
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Emphasis is placed on:
(1) A basic understanding of hypertension. (2) The fact that the patient will
have hypertension the rest of his life. (3) The importance of regular medical checkups.
(4) The need to take the prescribed medicine. (5) The need to keep weight down by
following a nutritive diet. (6) The need to reduce salt intake. (7) How neglecting
his illness can lead to complications such as strokes, renal disease, and heart disease.
(8) The fact that a patient can live a normal, productive life if he faithfully follows the
doctor's orders.
The slide cassette series was tested with individual patients and groups. The patients
complained that the series went too fast and they could not ask questions pertaining to
themselves. If a health educator or nurse was present, the patients could ask questions at
the end of the showing.
After testing approximately 20 patients it was agreed that the initial session with a
patient was far more effective on a one-to-one basis. The patient was more satisfied be
cause he could ask questions which concerned him. A flip chart was developed with
content similar to the slide-cassette program. It was far more practical and effective since
the patient could interrupt and ask questions. Depending on the patient's need, more time
could be spent on specific sections of the flip chart.
On the average, one hour was spent counselling the individual patient. The patients
apparently appreciated the opportunity to sit down and talk with the health educator
without the feeling of taking too much of the physician's time.
I cannot emphasize enough the need to have sensitivity for the people with whom you
are working. Within the Indian culture there are many individual personalities. On a one-to
one basis they may be approached differently.
Revisions of the visual aids on hypertension continue to l ~ made after educational
sessions are held with the patients. Some items are deleted and new ones added for the
purpose of producing a concise, understandable program. As one works with a patient one
can begin to sense the feeling of the individual and whether or not he is understanding what
is said.
The approach used varies according to the individual personality. It may be necessary
to use a "hard sell" technique. Another patient may prefer an interaction of question and
answer between him and the health educator. The amount of information provided to the
patient varies too. One can sense when a patient has reached a saturation point. Rather
than spend an hour filling him with information that is not being absorbed, it is far more
practical to ask the patient to return at a later date.
Before the patient education program began, the health educators held a series of
meetings with the physicians in order to receive their endorsement, to be sure they under
stood how the health educator would work with the patient, and to mutually agree about
the kind of information the patient would receive.
Because the health educators have many job responsibilities other than patient educa
tion, it was agreed that the physicians would only refer newly diagnosed cases of hyper
tension for educational counselling. It was felt that patients, upon hearing that they have
hypertension or any illness for that matter, draw a blank. At that moment, they only hear
half 0f what the physician says and most times cannot think of any questions to ask. For
this reason they were scheduled to see the health educator during the next clinic visit. This
gave them time to get used to the diagnosis and also to begin to think about their illness and
treatment. Most patients were anxious to discuss their illness with the health educator and
especially appreciated the unrushed, relaxed session.
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Following the in-service education program on hypertension, the community
health representatives (CHRs) were encouraged to survey their villages. Several
CH Rs made a concentrated effort to check the blood pressures of persons over
the age of 20. Other CHRs made it a policy to check blood pressures during
routine home visits.
In addition, the CHRs were supplied with flip charts to instruct hypertensives
in their home. Health education staff conducted role playing sessions with the CHRs
to instruct them on the techniques of effective teaching in the home. At the request
of the CHRs, the staff also demonstrated educational techniques with patients in
their home.
Several CH Rs arranged educational meetings for the people in their villages and
invited Indian Health Service staff to speak on the detection and treatment of hyper
tension. Although the community programs are still ongoing, there is evidence that
a number of unknown cases of hypertension have been detected by the CHRs.
Many of the commercial audiovisual aids have been prepared for middle class
persons who have had exposure to health education throughout their lives. They
are sophisticated in terms of health knowledge. To carry out an effective education
program, especially in those cultures which have not had generations of exposure to
modern medicine, one must be sensitive to their needs and develop materials accor
dingly. Even within one culture it is necessary to use different educational techniques
according to the level or personality of the individuals or groups approached.

DEVELOPING A MESSAGE
Marie T. Allen, RN, MPH

I would like to go over some basic principles in communication. My topic, as you
can see from your program, is developing a message. In talking about this topic I think
we need to ask ourselves, "What is a message?" A message is a communication in writing,
in speech or in signals. Most of the time when we are communicating, we are communica
ting through speech. There is also communication through signals.
A message is only one of the factors in the communication process. Before I say too
much more about the message, I would like to briefly go over the other factors in commu
nication. As you know, when you are speaking you are the sender of the message. That
is the second factor. The third factor in the communication process is the receiver. The
message goes from the sender to the receiver. When you are speaking to someone, or to a
group, you immediately get feedback by just looking at the receiver of the communication.
These return signals are the fourth factor in the communication process. If you are all
sitting there kind of sleepy I know that I am boring you or at least that is the message that
I would get from watching you. The feedback I would get would be nonverbal communi
cation. In any type of communication this goes on, and anywhere in this process barriers
could go up. It could be because somebody doesn't like what you are going to say or
doesn't like you. It may be that the microphone may not be working and it may become
a barrier, or the receiver may be hard of hearing or is talking to the next person in the
audience. When we tal k to patients or to anyone for that matter, we, as the message
sender, have to look out for all of these things.
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There are many ways to classify messages. Messages can be informational. Then
there are messages that carry the sender's evaluation of an event. There are also messages
that carry instructions or advice. I·think many health workers get involved in this type
of communication. All the messages we send to people vary. It may be a short message,
for example, just motioning to a person to come here. That's a message. If you are
delivering a speech, you have to really prepare what you want to say. The message that
we want to give to people must be very carefully organized. In the organization of the
message we need to have three parts. First is the introduction. The introduction of the
message usually presents the main idea of the message or remarks. Then the second part
of a message is the body. The body is the development of the idea. So you introduce
your main idea, then in the body you develop it. When you are working on your message
you must consider the 5 W's. What is the message? Who is your audience? Where is the
event going to be? When is the event going to take place? Why the event?
I quickly covered very simple principles. In getting our message across to patients
or to groups we need to keep them in mind. Developing the message depends on hard
work. In fact preparation for the delivery of the message is about 90 percent, and the
delivery of whatever you prepare is really only 10 ·percent. I thank you very much.

CONSUMER EDUCATION AND PUBLIC AWARENESS

Elmer G. Renegar, Jr., MPH
My first professional exposure to the problem of high blood pressure was in 1961
as a public health educator assigned to the heart disease control program of the U.S.
Public Health Service. There was very little public awareness at that time regarding
high blood pressure. Physicians were not eager to treat it, whatever that meant then.
We were and still are dealing with a silent killer with no real visible or felt characteris
tic signs or symptoms. If you have it, you probably feel well, so how can you be con
cerned or even be aware of it?
Hypertension, or high blood pressure, was for a long time misunderstood and
overlooked. It has only recently become popular. We could not have had this con
ference back in the '50's and '60's. Today, drug treatment of the disease is effective
when used properly. Not so in the '50's and early '60's. We didn't have the drugs
then. Hence, many doctors didn't want to bother the mildly hypertensive with treat
ment for possible fear of creating a concern over an illness for which not much could
be done. The feeling of many was, "Why alarm the patient?" This is not so today
with the majority of physicians.
Treatment is generally a lifelong undertaking and engaging the patient in it as a
partner contributes to its success. Yes, education of the family and of the patient is
important and essential. There is a need to engage the patient as a partner in the ven
ture by means of high blood pressure measurements at home and in educational activi
ties. Treatment or control of hypertension is the first step in the prophylaxis of
atherosclerosis.
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Dr. Joe Wilber, a cardiologist at the Georgia State Department of Health, the
Cardiovascular Program, pioneered, talked, preached, taught, and practiced control
of this silent killer in the '60's when it was not a popular illness, as demonstrated
in his 1962 study in Baldwin County, Georgia.
I would like to give you a few of the highlights of a high blood pressure screening
program in Atlanta, Georgia, in five Black neighborhoods. I worked for one and a half
years as the public health educator with Dr. Wilber; hence, my firsthand knowledge
of his effort and dedicated work in hypertension.
We created awareness, got the sanction of medical societies, talked with clubs and
churches, had radio talk shows and spot announcements, newspaper coverage, and
printed posters, etc.
Persons found with high blood pressure were sent letters urging them to seek
medical care. A letter was also sent to the physician listed as their doctor, giving him
the actual blood pressure reading.
In three to six months the suspected hypertensives were revisited. Approximately
50 percent had not seen a doctor, although 98 percent said they had received the
notifying letters.
Their reasons broke down as follows:
45%
28%
17%
6%
2%
2%

still planning to go
felt no need to see a doctor
didn't want to be bothered
couldn't afford treatment
were self-medicated
of the people had already died of stroke.

A majority of the patients were unaware high blood pressure does not produce any
symptoms and they felt well! Many didn't realize that daily medication is necessary to
keep high blood pressure under control. We teach our patients, "Take your medicine
every day, especially if you feel well. If you feel sick, discontinue it and phone us."
Another reason patients gave us was that their doctors are not interested in treating
their high blood pressure. Some physicians reassured their patients about high blood
pressure and didn't tell them the risks, thus creating a false sense of well-being.
Dr. Wilber further states he is optimistic about the use of a well trained nurse or
physician's assistant in high blood pressure management. He believes that with a syste
matic, orderly diagnostic and treatment approach, nurses or other allied health personnel
can assume much of the care of the great number of asymptomatic hypertensive patients
in every community. Dr. Wilber feels we can increase the number of hypertensives in a
community undergoing adequate treatment from the present level of 15 percent to at
least 50 percent.
It is the patient in partnership with his physician and or nurse/allied health worker
who really controls his high blood pressure. There is a need for consistant reinforcement
and support for the hypertensive to feel someone really cares that he or she is controlling
the blood pressure.
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Stop and think! If you have high blood pressure, you have it for the rest of
your life. That's today and tomorrow and tomorrow. It is not like a strep throat
where you can take the medicine and in a few days you are cured. Break an arm 
once it is set, it will heal and you are cured. Not so with high blood pressure - it
means pills and possible diet modification. Yes, life modification itself. Yes, com
pliance to a life-long regimen.
Here's where I believe health education and consumer awareness playa role
through attitude changes and understanding of the real risks of high blood pressure.
This is what Dr. Wilber is talking about. What it really means and what has to be
done - how, when and why if you have high blood pressure. This can be done
through individual patient teaching and in groups with the patient and his family.
On the Navajo, we have two kinds of medicine: the "Western" (Anglo)
medicine and the Navajo native healing medicine. Some of our patients will seek
one or both. This is a way of life we have to reckon with. We will have situations
where the two modes of treatment will be in conflict, while other times they will
complement each other. I feel very strongly that on the Navajo there is a place for
both in our health care delivery system.
The medicine man exerts a strong influence on many of the Navajos. Through
his singing and herbs he does effect some cures. He doesn't always cure, but neither
does the Anglo doctor always cure. So much is not known about essential high blood
pressure that the psychological/emotional impact of the medicine man could have a
tranquilizing effect for the high blood pressure patient. Actually, both the medicine
man and the Anglo doctor may not work side-by-side, but the dual effort can be bene
ficial. 1'1/ give an example. A traditional Navajo man I know takes our prescribed
medication and also goes to a medicine man. This elderly gentleman is living proof
that it works.
The next thing I want to discuss is the way to create awareness. One way, of
course, is through the mass media, through newspaper articles and the radio. On
the Navajo, our best medium is the radio. Nearly everyone has a transistor radio.
We have several radio stations which broadcast in Navajo. Especially important is
one operated by the Navajo tribe. Television is useful only to a limited extent now
because many homes do not have electricity. This is changing and in the future we
can reach more people through this medium.
Community meetings at the grass roots level provide another channel for
communication. Education programs at the chapter house or hogan can be given
by community health representatives (CHRs), health board members, and Indian
Health Service (IHS) personnel, that is, health educators and nurses. Properly
trained tribal social workers can also be very effective.
Rapport and understanding are very important aspects of communication.
Here is where our health workers have to be very understanding, supportive, and
provide close follow-up. They must be aware of the cultural differences 1 have
mentioned and not become impatient or threatening. It is most important to
develop a mechanism of call-back for those who miss appointments. We must
create and foster a true sense of "Yes, we care!" My wife is an example of where
this is paying off in her control of high blood pressure. Over the past 12 years,
she has known her Public Health Service doctors care and are genuinely concerned
about her as a patient and as a person. They have sold her on a Iife-Iong contract
of high blood pressure control. She knows she can contact them whenever she
needs to between appointments.
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Group teaching is another technique used to create awareness. We use the
Alcoholics Anonymous method of having high blood pressure patients meet and
share their mutual problems and concerns. They can share their experiences and
lend support to each other. Family members also need to be involved in blood
pressure control; it has to be a family affair. Also, resource people can be in
volved in educational activities at this time such as doctors, nurses, health educa
tors, and so on.
There are many voluntary, state and federal agencies that provide literature and
resources for health education. Heart Associations are an excellent source of litera
ture and educational programs. State Health Departments can also provide help and
assistance. The Nati':mal High Blood Pressure Education Program is providing direc
tion and coordination of efforts with states and communities. For example, May is
National Hihg Blood Pressure Month. Last year in Gallup-McKinley County, the
Indian Health Serv'ice, the New Mexico Health Department, and our two other hos
pitals participated in High Blood Pressure Month. Ten percent of persons screened
had high blood pressure.
Cooperative extension groups are also another excellent source of assistance
through their family health education programs and activities. Tribal social services
offices have resources and workers who can provide support services and create
awareness.
In our schools we need to begin to place emphasis on reducing the risks which
are related to chronic diseases and illnesses even though, for most of the students,
this seems to be years away from them.
The theme should be one of moderation in our daily living: diet, exercise,
stress, etc. On a positive note, with early detection and compliance with a medical
regimen, control is possible.
Public Law 94-437, the Indian Health Care Improvement Act, can be one of
our bright spots for high blood pressure efforts by providing Indian people with
additional dollars for staff and health care facilities if we document the need.
The pharmacist is a health worker who can be a most positive figure in working
with high blood pressure patients and their families by finding out what they need
to know and should know about their medications. The pharmacist has an excellent
opportunity to counsel the patient during his initial visit and when he returns for
refills. The pharmacist can promote the much needed support and encouragement
I feel high blood pressure patients need. He can provide feedback to the doctor, if
the patient reveals a need while meeting with his pharmacist.
I want to mention some of the special needs of Indian people in high blood
pressure control. I do not feel that detection is or will be a problem in the IHS
health care system. We have the medical expertise. However, the lack of space
for clinics could be a problem. Follow-up is the most difficult challenge. I define
follow-up as getting patients back for checkups to see if they are taking their medi
cine and are following their regimens. We will need the public health nurse, CHRs
and pharmacists to be the link between the patients and the doctor and hospital.
On the Navajo, the lack of transportation and the great distances between the
communities and the clinics are great problems. Before a mass detection program
of high blood pressure is undertaken, steps must be taken to assure adequate follow
up is available.
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In conclusion, high blood pressure can be controlled if we get patient involvement
and acceptance of it as a life-long effort that is worthwhile. The patient must be aware
of the risks, the needs to be met. He must know where resources are and that it is a
cooperative effort with the health professional that cannot be handled alone.

INNOVATIVE EDUCATIONAL TECHNIQUES
Albert H. Harvey, MPH
I want to share with you new ideas, experiences and educational techniques, which
have been field tested, relevant to a high blood pressure community education program
on Indian reservations. The methods, protocols, and processes utilized in community
education programs are all geared toward the "whole" person approach rather than a
fragmented approach.
The educational techniques used center around the process of learning by doing
where tribal community health representatives (CHR) were free to make many decisions
in planning a hypertension screening program.
In 1972, the Office of Research and Development of the Indian Health Service
developed ways and means to utilize community health workers in direct patient care
services. This methodology has been tested and utilized effectively by tribal health
program representatives in selected sites throughout the Indian Health Service.
Tribal health personnel can play an expanded role by learning and developing the
skills for providing direct patient care services. This expanded role has made the difference
in making health services more accessible in many areas.
The task-oriented program cannot be accomplished without training and motivating
the tribal decision makers and their CHRs. The issue of participation and involvement is
raised at this juncture.
The conc.ept of participation has been frequently used in organization requirements
of Federally funded health programs. Participation means taking part in some particular
organizational arrangement. Involvement is participation carried a step farther, to include
understanding and personal commitment. Changes in the health care system can be brought
about through participation, but changes in an individual's health behavior are brought
about through a person's involvement.
The methodology was designed jointly by the tribe and the IHS personnel for tribal
CHRs to provide direct patient care services. The methodology is dependent on a protocol.
A protocol is a record designed for a specific health problem which defines task structure
and action tasks.
The protocols enable the tribal CHRs to gather information about the health problem.
Certain questions about the patients have to be answered to determine the stage of the
illness. The protocol may address screening programs. After determining the stage of the
illness, the structure of tasks will define the treatment to be given and will identify the
referral or follow-up. In addition to the protocols, a separate guide will be provided to
the CH Rs to use in education of the patient and his family about the chronic disease
known as hypertension.
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The following basic plan for hypertension screening could be adapted to a
variety of health problems in the community such as, diabetic screening, screening
for visual and hearing problems, etc. The major responsibilities for carrying out
these programs and seeing that they are successful lies with the CH Rs.
Set a date for screening of the general population of the community. Put up
posters and spread the message by word of mouth. Arrange for visual aids that will
help explain the importance of knowing your blood pressure.
Before the day of the screening, get organized, plan your setup beforehand.
Have one or two people taking blood pressure measurements and pulse; one person
should take weights and heights; one person should be recording this information.
Of course the number of staff needed would vary with the anticipated number of
people to be screened.
Tell those people with a normal blood pressure that it is normal. Inform any
adult 16 or over with a systolic reading of 140 or above and/or a diastolic reading
of 90 or above that his blood pressure should be checked again in one week. Put
all information obtained at the screening clinic in the patient's chart.
When the patient returns to the clinic in one week, check his blood pressure
while he is sitting and standing; check the urine with a dipstick for protein, glucose,
and blood; do a hematocrit; and chart the findings. If urine or blood show any
abnormalities consult immediately with a physician.
Take a third blood pressure reading one week later. If it remains high, consult
with the doctor. If no medical professionals are available, write out a referral and
send the patient to the hospital.
When patients are first put on drug therapy find out the doctor's plan of action
and spend some time with the patient explaining what he has to do. Have patients
on therapy come to the clinic once a month to check their pressures and general
health. Find out if they understand and are following their treatment plan.
If you have all the people who need blood pressure checks come to the clinic
the same time every week, you may eventually be able to deal with all blood pressure
related problems at the same time. Eventually, the people in the community will
know that this is the time they can come to have their blood pressure checked and/or
any blood pressure related problems checked into.
The CHRs could keep a list of hypertensives and dates when they should be
coming to the clinic for blood pressure checks. The CHRs could plan a hypertension
screening clinic every six months using the plan outlined above.
The philosophy of the new school of health education embraces the belief that
human beings are feeling, thinking, acting organisms functioning in an increasingly
complex world. Hence, it is not so important that specific facts are learned, but
rather that the ways of discovering and working with them are mastered. Knowledge
is the vehicle rather than the destination in a "process" approach and behavioral
objectives are the means by which "process" can be structured and implemented.
It is not so much what the student has learned about health matters, as how he be
haves that is of concern.
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Programs of prevention and protection need involvement of those for whom they
are designed. If CHRs are going to be involved in a hypertension program, they ought
to be in the decision-making process concerning such screening programs. If an educated
citizenry is an essential condition for constructive action and progress, then it follows
that a "health-educated" public should be a national IHS priority.
Students who are actively involved in the learning process - and behavioral objectives
are far more facilitative of this kind of teaching strategy - are more apt to internalize the
behaviors and basic positive health attitudes than students who are passive recipients of
information.
The question of motivation still is with us in health education. We have accepted and
generalized about motivation as follows: (1) All human behavior is purposive, and it is
purposive behavior that we label motivation; (2) Motives are interrelated and form patterns
and it is usually more important to find the patterns that exist than to isolate any single
motive; (3) Behaviors may be derived from several purposes or motives and one cannot
assume that, because certain motives in one individual lead to health behavior, these same
motives will lead to the same behavior in others. Further, it cannot be assumed that so
called health behaviors are derived from health motives per se.
To me the learning process is summed up in the words of a Chinese educator:
If I hear it, I forget,
If I see it, I remember,
If I do it, I know.
Our overall goal in the program was to give CHRs some basic knowledge about hyper
tension and to train them in the proper use of the blood pressure cuff in six months or less,
using the "process" approach. This way, they may educate, conduct and follow-up on
hypertensives, and further plan high blood pressure screening projects at the Indian Reser
vation by the end of May 1977.
There were eight objectives in the program: (1) Learn proper use of blood pressure
cuffs; (2) Read and distinguish between systolic and diastolic markings on the measuring
device; (3) Record the blood pressure readings on medical records/CHR reports correctly;
(4) Name and list five evaluation criteria used for follow-up of suspected hypertensives;
(5) Know the basic facts about high blood pressure; (6) Develop and use color audio
visual aids and flip charts in educating target audiences; (7) Name and list target groups
to be approached in your community for support and reinforcement; and (8) Prepare a
plan jointly with the Public Health Service for high blood pressure screening and follow
up projects.
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TREATMENT OF HYPERTENSION: A CASE STUDY

Richard Herrier, Pharm D
Chief of Pharmaceutical Service
Gallup Indian Medical Center
Gallup, New Mexico

This afternoon you heard about the difficulties that are involved in treating
hypertension in urban Native Americans. I would like to talk about some of the
difficulties encountered in treating the reservation Indians. You might be asking
yourself why a pharmacist is talking about difficulties involved in treating reserva
tion Indians. Within the Indian Health Service the pharmacist plays a very unique
role in the management of patients with chronic diseases, especially in the manage
ment of hypertension.
A pharmacist can function as an educator at almost any level because he always
sees the patients when they come in for their refill of medicines and after they are
evaluated by the physicians. We playa very definite role. I feel that one of our
major functions involves the education of the patient about his medication and about
his diseases. To that end, most of the newer pharmacies are equipped with private
consultation rooms. There are aids there to help explain some of the problems that
are involved with a particular disease. So patient education is one of the major roles
that a pharmacist does play in the Indian Health Service.
The second role a pharmacist plays is that of an auditor, a concurrent auditor.
Within the Indian Health Services, all prescriptions are filled from a patient's perma
nent medical record. We don't use prescription blanks at all. Consequently, we
have available to us the complete chart of the patient, and are readily able to read
the doctor's entire note so that we can evaluate the chart from various parameters.
We can make sure that the patient has adequate quantities of medicine. Many
times, in multiplying out, the doctor may make a mistake in figuring, and we can
double check that. More importantly, what it allows us to do is to check the
appropriateness of therapy. The pharmacist is in a very different point of view.
He is looking at just one aspect of the patient's treatment, and that is the drug
therapy, and tends to zero in on that and looks for contraindications and adverse
effects, as well as the appropriateness of therapy. One of the case presentations
I have tonight, in addition to pointing out some of the problems that are involved
in treating reservation Indians, will give you some idea of what role the pharmacist
can play in this manner.
The third role that he has is that of manager of patients with hypertension.
There are two major ways he does this which are currently being used within the
Indian Health Service. When a patient comes in for a refill of his medication, the
pharmacist may have the patient's blood pressure taken, ask a few simple questions,
refill his prescription, check on compliance, and send him on his way.
There is a second type of program in which the pharmacist is participating as
a "middle level practitioner." Dr. Frank Finnerty, who is associated with the
National High Blood Pressure Education Program, has demonstrated the effective
ness of training nurses in managing hypertensive patients. I don't think there is
any question about the effectiveness of physicians' assistants in the management
of these patients.
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There is a study which has just recently been completed at the Phoenix Indian
Medical Center that documents the efficiency and the cost effectiveness of the
pharmacist as a manager of the patient with hypertension. I was associated with
the Phoenix program for three years. During that time I managed patients with
hypertension. They were diagnosed by the physician and then turned over to the
pharmacist who, according to a protocol that was set up ahead of time in conjunction
with the medical staff, took over the complete management of the patients' hyper
tensive disease.
To facilitate care, we selected patients who had only hypertension as a health
problem. Those patients who had other chronic diseases such as diabetes, of which
there were a large number in the Phoenix patient population, were managed by
physicians because they had so many different health problems.
In effect, we managed the hypertensive patients. They were my patients. We
ordered lab tests, changed drug therapy, and discontinued drugs. Each time the
patients came back we questioned them about the effectiveness of therapy, the
possibility of any complications, ordered appropriate lab tests, and so forth. Once
a year they. would return to the physician for a complete physical examination and,
in addition, a review of the patients' treatment by the physician.
The final role of the pharmacist is as the source of drug information to the
physician, the patient, and any other health practitioner. I think, again, the case
that I will give you will sort of bring that out. Before discussing the case I want to
discuss the problems faced in dealing with the delivery of health care to Indians on
reservations. I was stationed at the Phoenix Medical Center for six years, and I have
been at the Gallup Union Medical Center for a little over a year, and in doing so,
have had quite a bit of experience in treating reservation patients.
There are three major problems. While they may not be unique to hypertension,
nor unique to the reservation Indian population, the degree to which they are prob
lems is certainly increased on the reservation.
There are really two major areas. One is the communication barrier. Secondly,
there is a definite transportation problem. Of the communication problems, the first
one that must be faced is the fact that there is a difference in the culture between the
practitioner who is treating the patient, particularly the physician, and the patient.
Problems can arise because of this. The physician may not have a good understanding,
or any understanding at all, of the Indian culture, and has difficulty relating to his
patient on a one-to-one basis.
In addition there may be a negative attitude on the part of the patient perhaps
because of fear about coming to see a physician. In dealing with patients, this has
presented a problem and a barrier to us in trying to provide adequate care.
In particular, on the Navajo Reservation there are two methods of health care
delivery that are accepted by the population. One is provided by the Indian Health
Service, and the other by the native medicine man. In most cases we find that these
two do not conflict, but there have been circumstances where they have not worked
as closely together as they could have and the care delivered to the patient was not ideal.
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On the Navajo Reservation the biggest problem that we face is the language
barrier. A significant number of our patients cannot speak English. We must com
municate through a translator. I don't know how many of you have taken foreign
languages or can appreciate my position, or the position of the health care practi·
tioner who does not speak Navajo, in asking questions and waiting to have them
translated, then waiting for an answer, and getting the answer translated back. I am
constantly left with an uneasiness that my message, or the message that the patient
is trying to get to me, is not quite being translated 100 percent accurately.
There are a lot of nuances that occur when you and I talk together, that are
lost when using a translator, which many times can be a key in making a diagnosis
or finding out about an adverse effect or checking on compliance. In addition to
the problem of working through a translator, I have been told that in many cases
there are no terms in Navajo that will describe such thiligs as hypertension or high
blood pressure. While working with the public health nurses in trying to teach a
course in anatomy and physiology to our Navajo drivers and community health
representatives (CHR's), they told me they did not know of any word or groups
of terms that they could use to explain simply high blood pressure to a patient.
One of them related the fact that her mother was hypertensive and she had quite
a bit of difficulty, even though she was a nurse and spoke fluent Navajo, in getting
across the concept of hypertension.
The second major problem that we have is one of transportation. Many of the
patients on the reservation live in rural areas. By rural I mean they are quite isolated;
it may be many, many miles over a dirt road before they get to a paved surface. Again,
particularly in times of bad weather, that will limit the patient's ability to return to
the clinic.
We definitely notice that in Gallup when it snows very heavily, the patient waiting
room is only partially full. Again, it is due to the fact that living as isolated as they do,
it is very difficult for them to travel during adverse winter conditions because of the
mud and snow. They have to wait until the roads are dry. In Phoenix it never rains
very much, but it was very interesting. In a field clinic that I went to twice a week, if
it rained, we might as well close the clinic down because most of the people live on
clay surfaces. The ground there consists of quite a bit of clay, and any amount of water
at all made the roads virtually impassable. It was very difficult for many of them to
even wal k out to the paved road.
They did not live in the isolation like the Navajo's did, they may live within 100
yards of a road, but it was virtually impossible to get any transportation into them or
for even some of the older patients to walk that distance. They had a cane and phy
sically could not go that short distance.
Also there is a general lack of transportation. They either have personal transpor
tation or must depend on a neighbor who will take them. Under that circumstance they
are sort of at the whim of the neighbor. In some of the service units, the CHR provides
transportation services. At the Gila River Reservation the tribe purchased vans. We
really had a minimal prob!em there except when the weather was bad, which was maybe
once or twice a year, because a van would go by and routinely pick up patients, deliver
them to the clinic, and return them back to their homes. All the patient had to do was
walk out to a passable road, or some type of road.
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In most circumstances, it was never a problem. We were always able to get
patients to and from the clinic on a regular basis. They were able to keep their
appointments, which allowed the clinic to run very smoothly. The tribe operated
and paid for two vans. It certainly helped us improve our delivery of health care.
Because of these three problems - the lack of transportation, the isolation,
and the weather, and their interaction - it is not uncommon to find a patient's
chart marked, <tONKA," "Did not keep appointment." On subsequent visits you
find out he couldn't make it because somebody's car broke down, or a neighbor
forgot to stop by and pick him up, or he really wasn't going to come in that day,
he was going to come in the next day.
So it makes it difficult for appointments. In particular, here in the Navajo,
with the way that the clinic is operated, many times the patient will get in two
days later and the physician that he is supposed to see, and has routinely seen,
is unavailable at the time. The patient is forced to see someone else. So it does
have an effect on the continuity of health care.
The fourth problem under transportation is not really a transportation problem,
it is that our patients tend to get their care at multiple sites. In other words, they
don't just come to the Gallup Indian Medical Center to get treated, they may go to
Fort Defiance, which is 32 miles away, or to Crown Point, which is about 60 miles
away, or they may come into Gallup on a weekend. Gallup is one of the trade cen
ters on the reservation and during the weekend the population grows. People come
into town. It is not uncommon on a Saturday for a patient, a patient from Chinle,
which is a considerable distance away, or from Shiprock, which is 127 miles away,
to stop by the pharmacy as long as they are in town, and ask for a refill of medication.
Of course, it is very difficult then to communicate this information back to the
particular service unit. I am not saying patients shop around, I am just saying that
circumstances sometimes dictate that they get their prescriptions filled at different
places.
The final barrier would be housing. It doesn't directly relate to hypertension,
but it certainly relates to other aspects of the delivery of health care. In particular,
on the Navajo Reservation there is a lack of refrigerators. That certainly is of impor
tance to us in the delivery of services to our diabetic patients. There is no place to
store insulin. Fortunately, isophane insulin suspension (NPH) insulin is relatively
stable and we are able to allow them to keep it at room temperature, but only for
short periods of time.

It has necessitated changes in our procedures. For example, we prescribe a lot
of ampicillin, an antibiotic, which is a drug we give to children with otitis media.
There have been data that have been released about the stability of various ampicillin
suspensions at room temperature. There are only two manufacturers whose products
are stable for 10 full days. Consequently, because of that particular problem, we
can't buy any other brands of ampicillin suspension except the ones made by these
two manufacturers.
In many cases we are forced to substitute prescriptions. In a situation where a
patient could be treated with penicillin suspension, but he does not have a refrigera
tor (penicillin suspension is only stable for two days outside the refrigerator), we
have to give him the more expensive and medically unnecessary ampicillin suspension,
because it is stable at room temperature for 10 days and will treat the patient's condition.
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Let me give you a couple of case presentations about problems that I think will
help point out some of the things that I have listed. The first case involves a 42-year
old Navajo male who is from the Shiprock service unit. He was referred to the Gallup
Indian Medical Center. Maybe I should explain. The Gallup Indian Medical Center is
the referral center for the Navajo-area Indian Health Service. We have most of the
specialty care concentrated at the Gallup Indian Medical Center. Patients who require
major surgery are referred there, as are those needing special diagnostic procedures.
This patient had gone into Shiprock and complained of a left gynecomastia, or
enlargement of his left breast. The physicians there felt that he needed a surgical
consultation, so they sent him down on a flight to Gallup. The only other problem
on his chart was one of hypertension.
The patient was currently taking hydrochlorothiazide, a diuretic; spironolactone
or aldactone, another diuretic; and aldomet, an antihypertensive drug that works on
the sympathetic nervous system. He was examined, a biopsy of the breast was made,
and it was discovered that there was really no cancer there, there was no infection
there. The breast was cosmetically corrected and the patient was returned to the
service unit.
The diagnosis was, "non-malignant gynecomastia." The surgeons happened to
get a medical consultation because the patient was hypertensive. At that time the
internist who was consulted noted that there was a possibility that spironolactone
might be the cause of the gynecomastia, since this s;je effect does occur in rare cases.
Unfortunately when the problem, left gynecomastia, was placed on the patient's
problem list, it was written in Egyptian hieroglyphics and was, by and large, unread
able on the Gallup chart.
One year later the patient was referred to the Gallup Indian Medical Center's
surgical department for right breast pain and gynecomastia. He was seen by the sur
geons, who were now concerned. These were not the same surgeons who had seen
the patient previously. For some reason the internist's note hadn ( been in there.
They were very concerned. Here is a man who had gotten, by now, bilateral gyne
comastia. He was alcoholic but he did not have severe ethanolic disease. He denied
drinking. That would be another cause for gynecomastia in a male. They just didn't
know. They were very concerned about cancer. They looked at the old biopsy report
and they decided they would send him back to Shiprock and they scheduled him for
admission to the hospital for reevaluation of the problem three days later.
He was in considerable pain, so the physician wrote a prescription for codeine
pain pills and sent him to the pharmacy. When he got to the pharmacy window, he
dropped his chart down and said, "Oh, by the way, I want a refill of these." And he
handed the pharmacist a little bottle. The bottle wasn't from the Shiprock service
unit, and it wasn't from the Gallup Indian Medical Center, it was from Fort Defiance.
The prescription was for spironolactone, one tablet four times a day.
The pharmacist looked at the chart. He had no order for spironolactone. He
kept looking back and found out where it had been discontinued. Having the chart
available to him, even though he could not read the problem of gynecomastia on the
Gallup chart, he realized the patient had been seen for gynecomastia. It just so hap
pened that we had had another patient several weeks previously with gynecomastia
and we had discussed it at a pharmacy in-service education session.
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He brought the chart to me and said, "Hey, look at this. Do you think
this could be a potential problem?" I said, "Oh, I bet it is. Let's send him back
to the physician." So we sent the patient back to the physician at Gallup who
looked at the patient and discontinued the spironolactone.
The patient didn't understand. He thought he was only supposed to stop
taking it until he got back to Shiprock, until his next appointment. The referral
that was sent evidently did not include the internist's note and the discharge sum
mary did not include the internist's note. Consequently, they refilled his spirono
lactone at Shiprock. Subsequently we had discovered that he had had at least one
or two refills at the Fort Defiance service unit, and one refill at the Gallup service unit.
Again, you have to realize that at Fort Defiance, they had no idea of his medical
history. This man just presented them with a bottle and said he had hypertension.
No one knew about his gynecomastia problem. The gynecomastia problem was,
however, in the Shiprock chart. To make a long story short, they discontinued the
spironolactone and now this man is back to normal. His right gynecomastia has
disappeared.
I think this case really points out the problem that we have in the delivery of
health care services. Our patients don't necessarily shop around, but they do go to
various places. He was sent to Gallup for a referral. He needed more medicine so
he asked us for it. He had been in Window Rock, which is very close to Fort Defiance
and the location of the Area office in the Navajo Area. For some reason he realized,
while staying in that area, that he wouldn't have enough medicine to last until he got
back to Shiprock so he went over to the hospital at Fort Defiance and got it refilled.
That happened twice. So, again, it does present a problem to us in taking care of
the patient.
The second patient that we have is a 62-year-old non-English speaking, Navajo
woman. She came to the clinic at Gallup complaining of a headache and just feeling
bad. Her blood pressure was taken as part of the routine screening. Her blood pres
sure was 190 over 120. Just to reiterate, anything above 140 over 90 is considered
hypertension.
Looking back through the charts, the physician noted that there were three pre
vious elevated blood pressures, the closest one to this point in time had been taken
six years earlier, and that the three blood pressures he could find had ranged anywhere
from 200 to 160 systolic, and from 120 to 100 diastolic.
The physician initiated a workup for hypertension and after the workup placed
the patient on hydrochlorothiazide, a diuretic, one twice a day, and aldomet, an
anti-hypertensive medicine, one twice a day. A month's supply was dispensed. Now
the physician, in this case, was very much committed to patient education. I am con
fident that he spent a considerable amount of time, through the translator, explaining
to this patient about hypertension and why it was important that she take the medication.
The patient left with a month's supply of medicine and an appointment to come
back in one month. Seven weeks later the patient showed up again at the Gallup Indian
Medical Center. Her blood pressure was 180 over 110. She was asked why she was so
late on her appointment and she explained - this happened to be during the winter 
that the roads had been bad and she was unable to get out in that circumstance, and had
had all sorts of transportation problems.
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She still claimed to have medicine left. She said, "I still have plenty of medicine,
I don't need any more." And she still said that she had occasional headaches. The
doctor checked her complaints. She identified the pills and told him exactly how she
took them, one tablet of each, two times a day.
The doctor said, "Well, if she is taking them, her blood pressure is still 180 over
110," so he increased the dose of aldomet from one tablet two times a day, to one
tablet four times a day, and instructed her to come back two weeks later. Two weeks
later she returned on schedule; her blood pressure was 190 over 110, basically un
changed. She still said she was taking the medication. Her headaches had decreased
in frequency. However, she did notice that she was getting drowsy, which is a side
effect that the physician would normally expect when giving this medication.
However, her blood pressure still wasn't controlled and he was very concerned.
He increased her aldomet to two tablets, three times a day, from a total of four tab
lets to a total of six tablets, and had the patient come back in two weeks.
The patient returned in two weeks on schedule. The blood pressure was basically
unchanged, 180 over 105. She felt fine, she claimed to be taking her medication, and
the aldomet was increased to two pills, four times a day, a total of eight pills a day.
Five weeks later she came back although she had only been given a two-week
supply of pills. Theoretically she went three weeks without medicine. She sa",.' another
physician because her regular physician was on annual leave at the time. She said she
couldn't have gotten in because of some transportation problem. In this case the
physician wrote "bad road" on the chart. The patient's blood pressure on that visit
was 190 over 120.
When the physician questioned her, she again reiterated how she took the medica
tion, that she was taking one tablet two times a day of the little white pill, and two
tablets four times a day of the yellow pill. But she said she still had medicine. The
physician then became concerned that there might be another cause for her hyperten
sion. She was not responding to treatment. She had not had an IVP, an intravenous
pyelogram, to rule out renal causes, so he scheduled her for an IVP to check for a
renal lesion.
One week later she returned, after her IVP; her blood pressure was 170 over 110.
Her headaches were better. She still complained of some drowsiness, and the IVP was
within normal limits. His assessment at the time, even though she claimed to be taking
the pills, was "poor compliance." Unexplained to me, he added another drug, hydralazine.
I guess he still wasn't sure. She was so good at telling him how she took the medica
tion. So he added hydralazine, one tablet four times a day. So now she is on three medi
cines: hydrochlorothiazide, twice a day; aldomet, two pills, four times a day; and hydrala
zine, one pill, four times a day. He had her come back in a month.
Five weeks later she came back again. She still had medicine at home. Her blood
pressure was 170 over 105. This time in the chart he documented that he held up each
pill for her to identify, and he wrote on the chart, "patient positively identified drugs
and knows how to take them." Again, remember, communication is through the trans
lator in each situation.
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The one other comment she made was that her headaches had really gotten
better, that she basically was not having any problem with them. The medicine
worked really well treating her' headaches. He increased the hydralazine now to
two pills, four times a day, and told the patient to return in four weeks.
Nine weeks later, on a Sunday afternoon, I was accosted by a young lady, the
patient's granddaughter, who dumped in front of me roughly 18 bottles of medicine,
almost all full, asking what was going on. It happens that this young girl was a nursing
student. I don't really remember at the time whether she was home for the summer
or for the weekend and happened to stop by her grandmother's house.
She told me something very interesting. When the granddaughter asked her grand
mother what the medicine was for, her grandmother told her it was for her headaches.
So I called the physician and he said, "J ust give her two medicines, the diuretic and the
aldomet, and increase the dose of the aldomet to one, four times a day." She couldn't
come in on Monday, but she could come in on Wednesday. So she was given an appoint
ment for about four days later.
In the meantime I became very concerned and on Monday morn ing, called the
Public Health Nurse (PHN) and explained the situation to her, and asked her if she
would go out and make a home visit to the patient and find out what was happening.
The PHN, in this case, was Navajo-speaking. She went out and, in a discussion with
the patient, found out several interesting things. The patient thought that her only
problem was headaches and that the medication that she had been given was to treat
her headaches. So whenever she had a headache she would take pills from whichever
set of bottles she had last been given. She took them until the headache went away
and then she quit because she was only supposed to take them for her headaches.
That was her understanding.
In questioning her further, the PHN discovered that she really had no idea what
high blood pressure was. She didn't know she had high blood pressure. She didn't
know what it was. In talking with her further, she found out that the physician indeed
had spent a great deal of time with her explaining something to her. The message she
got out of that was that the medicine will make your headaches better.
You can certainly imagine the physician saying, "I need to find a way to motivate
this patient to take her medication." Inadvertently he might have thought, "I'll tell her
that this will make her headaches go away." That was the one message that stuck with
the patient. I am happy to report that this lady is currently on one diuretic pill, once a
day, and one aldomet, twice a day, and her blood pressure runs about 140 over 90, and
she is doing quite well.
Again, I think it points up the problems that are involved in taking care of patients
who speak a different language. This physician was totally committed to patient educa
tion. Just looking at his notes, you could see his frustration and concern, and his suspi
cion that something was wrong. Yet the lady was very good at identifying the pills and
telling him exactly how she took them.
Somewhere in the translation the fact that she was not taking them every day was
lost. Somewhere it wasn't asked or it didn't get translated. That never got across to her.
Fortunately, the lady is doing quite well now.
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What I intend to do is to give a historical overview of hypertension among the
American Indians and the Alaskan Natives. I was asked to do this with the thought
that, although many of you may have read various articles from the literature, it has
been quite difficult for anyone to review all that has been studied regarding hyperten
sion in Native Americans. Most of us realize, and it has been said many times today,
that not enough has been done to define the dimensions of hypertension among the
Native Americans.
I have been making an effort, for some period of time, to assemble a large num
ber of references on Indian disease patterns. For this occasion, I went as deeply into
that literature as I could. I might say that there are great difficulties in doing this sort
of thing with the computerized system or the Index Medicus; if you simply use the
word "hypertension" and any sort of Native American terms as identifiers, you get
a very limited number of appropriate references. The pertinent material may be hidden
under many other titles, ranging from diabetes and Indian disease articles to a variety
of others. But I have done the best that I could to include those types of sources. I
would like to give some personal perspective, also, and I hope to present a somewhat
more extensive overview of hypertension in Native Americans than you may have had
previously.
As you know, evidence suggests that major differences exist among various Indian
tribes in regard to cardiovascular disease, as has been noted for many other conditions.
For example, several of the congenital diseases, including cardiovascular abnormalities,
are much more prevalent in the Athapascans (the Navajos and the Apaches) than in
most other Indian tribes. Therefore, I think it is obvious that it would be meaningless
to make a statement regarding the frequency of hypertension among Native Americans,
in general, for all tribes, on- and off-reservation, and with varying extent of Indian
heritage. We will try to develop these concepts as we proceed. Overall, however, the
Indian Health Service data for 1971 revealed an age-adjusted death rate for hyperten
sion among the Indians and Alaskan Natives which was only 10 percent lower than the
rate among white Americans.
No comprehensive prevalence data exist for hypertension among the Native
Americans, although numerous bits of information have been published. Some re
ports were of such small numbers as to be meaningless. Few of them have required
multiple blood pressure determinations before categorizing a patient as having
hypertension.
The purposes of this presentation are to summarize the published information
about hypertension and its consequences among American Indians and Alaskan
Natives, and also, to provide some personal opinions on the validity of the reports.
I have included conclusions about the consequences because there has been some
doubt as to whether high blood pressure has the same deleterious end results in
Indians as it has in other ethnic groups.
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Now, because my experience has been mostly among the southwestern tribes,
my remarks may be skewed somewhat in that direction. Furthermore, the bulk of
the published articles concerns the'lndians of the Southwest. However, I have been
fortunate enough to get some data regarding the Native Americans of other areas.
Reports of Indian disease patterns in the first four decades of this century
generally have failed to mention hypertension. Most subsequent observers attributed
this omission to the lack of systematic determination of blood pressure to the extent
that conclusions were not possible. Although I agree with this interpretation, in
general, I believe that the lack of a statement on hypertension, even in the articles
giving only broad opinion - and incidentally, many of the early articles were opinion
type articles, rather than presentations of specific data - is evidence that high blood
pressure most likely was not a major problem at that time.
Indeed, Salsbury reported that, from 1931 to 1935, hypertension was the basis
for less than one-tenth of one percent of hospital admissions on the Navajo Reserva
tion. However, the overall hospital admissions were predominantly among the younger
age group at that time. Infectious diseases were a common cause for admission, as
were chrolJic diseases, such as tuberculosis; so there are many ameliorating ::ircum
stances. Nonetheless, this type of experience does suggest that hypertension was
relatively infrequent then.
The end-results of stroke and congestive heart failure were seldom noted. In those
days, before effective hypertension therapy was available, congestive heart failure in
Indians seems to have been justly attributed to valvular or congenital heart disease in
the vast majority of cases.
A study of deaths from 1948 to 1952 by Smith concluded that the rate of hyper
tension for Navajos was less than one-fourth the white rate. And again, there are multiple
difficulties in interpreting that type of study, but Smith took those limitations into con·
sideration as best he could, and he still concluded that only one-fourth of the white hyper
tension rate could be established for the Navajos.
In 1953, Cohen stated that during the preceding two-year period, 11 of 801 adult
Indians admitted to the Phoenix Indian Medical Center had primary hypertension, a rate
of about 1.4 percent. All but one of them had symptoms: headaches in seven, conges
tive heart failure in six, stroke in two, and hypertensive encephalopathy in one. Doubt
less, these 11 symptomatic patients were not the only southwestern Indians with high
blood pressure. Four of those 11 hypertensive Indians had diabetes mellitus, with evidence
of probable diabetic nephropathy. During the observation period, two of the 11 died of
intractable heart failure, and one died after a stroke.
In a subsequent hospital study of diabetes mellitus among Indians of the Southwest,
the same author, Cohen, noted the following complications, in order of frequency:
diabetic nephropathy, pyelonephritis, and retinitis, followed by hypertension and con
gestive heart failure. Although he did not clarify as to what extent high blood pressure
occurred in the diabetic Indians without nephropathy, subsequent evidence established
that this combination is decidedly common. Prosnitz and Mandell reported in 1967
that 35 of 101 diabetic Navajo and Hopi Indians had hypertension, most without appa
rent renal disease. Only one of these 101 diabetics was said to have coronary heart
disease.
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In 1958, Leo and associates determined casual blood pressures in ambulatory
White Mountain Apaches; 110 of these were men and 110, women. Diastolic blood
pressure exceeded 95 millimeters of mercury in 34 percent of men, and 29 percent
of women. I might state that most observers included in this review have used the
blood pressure criteria for hypertension of 95 millimeters of mercury for the dias
tolic, and 160, systolic. A similar high prevalence of hypertension was recorded
by Clifford and others in 1963, from evaluation of 327 Apaches (men 26 percent,
women 23 percent). Perhaps most of you recall that the figures given for the adult
non-Indian population for hypertension is somewhere in the vicinity of 15 percent
to 20 percent. Interpretation of both studies is limited because of selection bias
and the absence of confirmatory testing of blood pressure. Nonetheless, those re
sults suggested that hypertension might be fairly prevalent in White Mountain Apaches.
In 1970, Shore and others found hypertension in only one adult in a northwestern
coastal Indian village. The population over 20 years of age was approximately 200.
Therefore, in this systematic examination, only 0.5 percent of the adult Indians had
high blood pressure.
Scott and others, in 1958, surveyed 842 Eskimo men between ages 17 and 53
years, and noted hypertension among 22, or 2.6 percent. In this study, they used as
the diagnostic level a mean blood pressure of 125, which is midway between 155
systolic and 95 diastolic. The Eskimo blood pressure values were considered similar
to results for large series of U.S. men.
In a survey of diagnoses of all Phoenix area out-patient clinic visits for 1952 to
1953, which also happened to be 58 percent of the total Indian population that was
being surveyed, Kraus noted a hypertension morbidity rate of 7 per 1,000 for Papagos,
4 per 1,000 for Pimas, and 2 per 1,000 for Apaches, as compared to a reported rate
of 25 per 1,000 for whites of all ages. Now, these are morbidity rates; these are sympto
matic patients, and that point should be emphasized.
In my la-year study, from 1957 th rough 1966, of myocardial infarction among
southwestern tribes in the Phoenix area, the diagnosis of myocardial infarction was
established for 138 Indians, two-thirds of whom were diabetic and two-fifths of whom
were hypertensive. These observations strongly suggest that there is a causal relation
ship with diabetes, as well as with hypertension, to the occurrence of myocardial
infarction.
Fulmer and Roberts, in 1963, recorded observations among Navajos 30 years of
age or older at Many Farms, Arizona. Of the 210 men evaluated, 13, or 6.2 percent,
were hypertensive; and among the 236 women studied, 3.4 percent had hypertension.
In most instances, only one routine blood pressure determination was recorded with
out standardization by arm or position.
In 1970, Arthaud reported autopsy findings for 176 Alaskan Natives; 116 of them
were Eskimo or Aleuts, and 60 were Indians. This autopsy group represented 8.7 per
cent of the deaths for that la-year period. Regarding his findings which suggested the
possible end results of hypertension, he noted cerebral infarcts in nine, berry aneurysm
in four, myocardial infarction in four, and abdominal aortic aneurysm in two. Two
others had generalized atherosclerotic cardiovascular disease. Diabetes mellitus was not
present in any of the atherosclerotic cases, suggesting other underlying causes, such as,
possibly, hypertension.
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By contrast to the Alaskan Natives, southwestern Indian tribes have generally
higher rates of diabetes. In Richenback's 1967 report of autopsy findings among
217 adult southwestern Indians, about half of the 16 myocardial infarcts and nearly
one-third of the cerebral infarcts occurred in the diabetic group. The severity of
coronary atherosclerosis in the southwestern Indians was much less than in the
general population. Unfortunately, hypertension was not discussed in that article.
Mayberry and Lindemann evaluated death certificate reports from 1950 to
1959 among the Seminole Indians 25 years or older, and compared the results with
the findings for whites in Seminole County, Oklahoma. Coronary artery disease
was somewhat less frequent in Seminoles than in whites, even when age corrected;
but the rates for stroke and hypertension were slightly higher for the Indian men
than for the white men. The authors also compiled death certificate data for many
other Oklahoma tribes. These were the Cherokee, Cheyenne, Arapaho, Caddo,
Wichita, Comanche, Kiowa, Apache, Delaware, Seneca, Creek, Ponca, Oto-Missouri,
Kaw, Tonkawa, Choctaw, Osage, Quapaw, Shawnee, Pottawatomie, and Kickapoo.
There was wide variation among these tribes in death rates for coronary artery disease
and for other cardiovascular disease. The Cherokee Indians had the lowest reported
death rate for coronary artery disease, but had the highest rate for stroke and hyper
tension, which seems quite unexpected.
In a separate survey of 302 non reservation Oklahoma Seminoles, 221 Seminoles
living on the reservation in Florida, and 422 whites, the same two authors found simi
lar mean blood pressure, serum cholesterol levels, and dietary habits for these Oklahoma
and the Florida Indians and for the white subjects. There was more diabetes in the
Indian groups and somewhat less coronary artery disease. However, coronary artery
disease was much more frequent among the Seminoles in Oklahoma than the reported
rates for the Arizona Indians.
In a retrospective 14 years chart review of Crow and Northern Cheyenne Indians 
limited to those who were one-quarter Cheyenne or more - Pinkerton and Badke con
cluded that myocardial infarction was somewhat less common in Crow men than in the
whites, but it was much less frequent in the Cheyenne men. The women of both the
Crow and the Cheyenne tribes approximated the white rates which had been found in
the Framingham study. These authors suggested, but presented no such specific data,
that hypertension and cigarette smoking seemed to be uncommon in the Crow and
Northern Cheyenne, although diabetes and obesity were prevalent, especially in the
Indian women. The authors had another interesting postulate. They suggested that
increased levels of carbon monoxide from defective hydrocarbon-fired heating units
in the Indian homes might contribute significantly to the elevated levels of coronary
heart disease in the Crow and Cheyenne women. This possibility was based on animal
studies which have shown that coronary heart disease can develop on the basis of
chronic exposure to high carbon monoxide levels in the air.
Dean recently compared the health problems for patients over age 50 years, at
a South Dakota community hospital, between 50 consecutive admissions for the whites
and the same number of Sioux Indians. There were only five diabetics among the whites
but 25 in the Sioux, almost all of whom were markedly overweight. The average blood
pressure for the two groups was similar; the mean systolic pressure (mm of mercury) was
144 for whites and 143 for Sioux, and the diastolic 77 for whites and 79 for Sioux.
Hypertension was present in 17 whites and 15 Sioux, using the same criteria mentioned
before (160 or greater systolic, and 95 or greater diastolic).
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Utilizing a computerized health information system, Strotz and Shorr
evaluated blood pressure results recorded clinically once or more for 4,440 Papago
Indians aged 15 years or older, between 1969 and 1972. The findings suggested
that almost 20 percent of Papago adults had hypertension, using the same criteria
stated previously. This high prevalence rate must be interpreted with great caution,
however. These were nonstandardized, routine blood pressure measurements that
were being evaluated. Furthermore, the number considered hypertensive was pro
bably enhanced because, first, Indians who during the study period had only one
recorded blood pressure determination which was elevated, were classified as
hypertensive. I emphasize that there are many fortuitous reasons why the blood
pressure may be briefly elevated, ranging from anxiety to head trauma or recovering
from a bout of alcoholism. Second, Indians who had more than one evaluation
were considered hypertensive if two or more blood pressure readings were evaluated,
regardless of whether subsequent determinations were normal or high, with or with
out treatment. Third, all diagnoses of hypertension recorded previously by a phy
sician were accepted, even if the blood pressures were consistently within normal
range throughout the study period, with or without treatment.
Despite these limitations, it is probably significant that the proportion of hyper
tension was much greater in the diabetics than in non-diabetics, namely, 43 percent
of the diabetics versus 15 percent of non-diabetics. Congestive heart failure, cerebral
vascular disease, or renal disease occurred in 15 percent of the hypertensive diabetics
(that is, if both hypertension and diabetes were present). The next most frequent
occurrence of these complicating events was in 9.5 percent of those who had only
hypertension but did not have diabetes. One or more of the complications occurred
in 7.1 percent of Papagos who had normal blood pressure but had diabetes; and they
were least frequent, 1.6 percent, if the patient had neither diabetes or hypertension.
Thus, having diabetes with hypertension enhances the likelihood of having serious
cerebrovascular or renal complications. In fact, it has been shown that diabetic
retinopathy is, also, much more severe and advances more rapidly in hypertensive
patients than in normotensive diabetics.
A recent study of Pima Indians by Inglefinger and others, also revealed higher
mean blood pressure for diabetics than for non-diabetics, at all ages and for each sex.
Compared with Whites, the Pima Indians had lower mean diastolic blood pressures
overall, and the non-diabetics also had lower mean systolic blood pressure.
In 1970, Alfred reported that Navajo male migrants to an urban environment
had higher mean blood pressure levels than the reservation males, although the
reservation Indian men were somewhat older than the migrants. In addition, the
blood pressure levels were higher in the migrants at a period after migration than
while they were living on-reservation; they were measured about two to five years
after they had been living off-reservation. On this basis, he concluded that the stress
of urban migration may increase the blood pressure of Navajo men. However, the
length of stay in an urban environment had no correlation with blood pressure level.
Some have suggested that the longer the period of off-reservation residence the higher
the average blood pressure, but such an increase with time was not found to occur
in this study.
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At present, as many of you know, Dr. Patrick H. Mattingly is compiling blood
pressure data for urban Indians and Alaskan Natives living in the Seattle vicinity.
When he has sufficient information, his findings can be compared with results for
Native Americans living in traditional areas and living traditional lifestyles. Compari
son of blood pressure determinations in the Seattle evaluation will also be of interest
for tribal groups in various categories based on a whole multitude of factors, such as
age, sex, and length of urban residence.
In summary, evidence suggests that until the last 15 or 20 years, hypertension
may have been less common in many Indian tribes than now occurs. Perhaps high
blood pressure appears more frequently in tribes with a greater extent of non-Indian
ancestry, and in the off-reservation Indians with less traditional customs. Generally,
most southwestern tribes live on reservations much more often, and have a higher
extent of Indian heritage than many non-southwestern tribes. Hypertension is probably
less frequent in several southwestern tribes than in the whites, while scattered evidence
suggests a prevalence more nearly equal to the whites for some other southwestern
tribes and for several non-southwestern Indians.
High blood pressure occurs more often in diabetic than in non-diabetic Indians.
Hypertension appears to ha\e the same deleterious consequences in Indians as in
other ethnic groups, but the frequency of the end organ damage is unknown. More
precise, comprehensive blood pressure and morbidity data are needed to permit
meaningful comparisons between the Indians and other races and to compare the
tribes, regarding residence on- and off-reservation, extent of Indian heritage, and other
factors which might relate to the occurrence of hypertension and its complications.

Donald E. Bedingfeld, MD
Chief of Medicine
Navajo Area Indian Health Service
GallUp, New Mexico

I would like to start by reiterating one thing that Dr. Sievers mentioned already.
No single statement can, in all probability, be made about all Indians as a homogeneous
group. They obviously are not. What may be a considerable health problem in one
Indian group, may not be in any way as serious a problem in another Indian group.
I had always been interested in what happened to hypertensives in our patient
population at Gallup, where there is a language barrier. I reviewed some 200 charts
identified by an IBM printout of our outpatient visits. On three of these charts we
found that hypertension was only present when the person was on a binge. There
were no other blood pressures recorded in the charts, so it was impossible to call these
people essential hypertensives. This is important because a lot of people are billed as
hypertensives, particularly young people, when the only time you catch them with an
elevated blood pressure is when they have been drinking over the weekend. That is
not hypertension.
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I should say that there were a couple of charts in which blood pressure was
recorded as elevated when the individual was coming off a binge, was normal in
between, and then three or four years later,showed that they developed sustained
hypertension. I don't know what the relationship is between an elevated pressure
when coming off a binge and the development of hypertension later on in life.
Another nine persons had three documented episodes of hypertension all right,
but they were left untreated through the years and their blood pressure most of the
time was normal more frequently than it was elevated. We had to call these "labile
hypertensives. II
Then there were some four individuals who were taking birth control pills at
the time their hypertension was diagnosed. After they had been off birth control
pills for about two months, they were placed on treatment and their blood pressure
came down to normal. In a sense, it takes longer than two months off birth control
pills to return a blood pressure to normal in a person whose blood pressure was
elevated due to the pills. These people could not be assigned to an essential hyper
tension category either.
And then we had about 27 people with hypertension secondary to a renal disease.
An additional four diabetics had Kimmelstiel-Wilson disease. Sometimes this is a little
tricky. We had one fellow who had a diagnosis of nephrosclerosis, which is a renal
disease secondary hypertension. But when you went through his chart, you realized
that he had only been mildly, or actually moderately, hypertensive for two years.
When you read the pathology report, it described actually interstitial nephritis, and
not really nephrosclerosis.
The reason why I mention this in detail is that I firmly believe, as Dr. Sievers does,
that you cannot do a survey of any importance by just taking diagnoses off of an IBM
run; it cannot be done. You have got to pull the charts yourself and go through them.
I should also say that I reviewed the diagnosis of acute myocardial infarction in
our patients. In one year our hospital had some 15 cases of acute myocardial infarc
tion, which is kind of unusual for us. Usually we run one or two cases per year. I dug
out the charts and all the acute myocardial infarctions were really rheumatic heart
disease with micro-insufficiency. They had been misquoted. This just shows that you
cannot take the figures raw off an IBM run; it cannot be done.
We ended up with 150 essential hypertensives. That is 77 percent of our original
group. The renal hypertensives, as I said, were around 15 percent which is about par
here, par for the nation at large. Of this group, 78 percent were mild. I arbitratily
decided I was going to call mild hypertensives those people with blood pressures of
anywhere between 150 over 90, up to about 180 over 110. Other people have used
180 over 120 and still keep them in the mild range. So 78 percent were mild, and 19
percent were moderate. Moderate was defined as a reading anywhere from 180 over
120 to 220 over 120. And finally, 5 percent were sever~, which meant a blood pressure
greater than 220 over 120. Other people have used other criteria. I did not use eye
ground criteria because good eye ground data in our population, at least as they are
worked up in our clinic, are not easy to come by because the eyes have got to be dilated
for half an hour before you can get a good look at the eye grounds.
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Let's compare these figures with those of Sokoloff and Perloff who, in 1961,
took a group of approximately 400 hypertensives who came into their clinic ar.d
classified them. They had 44 percent in the mild range, mild being defined about
the same as in my study, as opposed to 78 percent of ours. And 40 percent were
moderate as opposed to 19 percent of ours. It would appear as though our parti
cular population group tended to have a relatively high percentage of mild hypertensives.
When I plotted the distribution of the age of onset of the hypertension, the high
est incidence rate fell somewhere between the 35 to 45 year age group. I also looked
at other diagnoses on the charts of my hypertensives and it became obvious that there
were certain diagnoses which come rather frequently with the diagnosis of hypertension,
as has been alluded to by Dr. Sievers. Thirty-four percent of our hypertensives were
also diabetic; 38 percent of them were also obese or at least overweight. Apparently
obesity and diabetes seem to correlate fairly well with hypertension in our population
group. Some 20 percent also had a diagnosis of chronic alcoholism.
The thought crossed my mind that since we see so much diabetes in hypertensives,
and so much hypertension in our diabetics, does it make any sense to follow the hyper
tensives separately from the diabetics? If we have a hypertension clinic, why not just
have a hypertension-diabetes clinic, because you will probably be tal king to both groups
about low salt diets and weight reduction, and you would be approaching the two groups
at least similarly in that respect.
I also looked at the charts in terms of follow-up and classified it in three ways: good,
fair, and poor. Obviously, there are a couple of categories in between. Good follow-up
meant that the patients had met most of their appointments and had few lapses in taking
their medication. Fair meant they had frequent lapses in follow-up. In the poor category
we put those that had almost no follow-up at all. Then I have two additional groups that
fall in between good to fair, and fair to poor. Some of these people we followed from
1973 until the present. Thirty-six percent of the hypertensives were well controlled. That
is to say, most of the time the hypertensives in this group under treatment had normal
blood pressure. Those considered under fair control had significant blood pressure reduc
tion under treatment, but we never really got it down to normal. That is a benefit, statis
tically, but still not as good as complete control. Those ranked as poor had no apparent
change in their blood pressure for the better under supposed treatment.
In these categories, those under good control were about 36 percent, fair control
were about 29 percent, and poor control were about 19 percent. Now if you compare
the mild hypertensives with the severe to moderate hypertensives, you would think that
you would have better control, that there should be a significant increase in amount of
control with your mild hypertensives, and that you would have more problems with the
control of your severe and moderate hypertensives. However, this is not the case; there
really isn't a lot of difference. If anything, there are more mild hypertensives in the poor
control group than there are severe to moderate hypertensives.
This makes me wonder if control of hypertension is not a function of the severity
of hypertension, but rather a function of your program. I mean, there are enough drugs
on the market now. You ought to be able to control hypertension one way or another,
with one mode of therapy or another. My figures seem to indicate that how well you do
is dependent upon how good your follow-up is, how well you motivate the patient, how
well the doctor is motivated, which I suppose is no surprise to anybody.
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I also looked at the kinds of drugs we used. Dr. Frank Finnerty has said that 70
percent of all hypertensives can be controlled with hydrodiuril and reserpine. I found
that of the people that were well controlled, only 9 percent of them were on hydro
diruil and reserpine. Most of our hypertensives had gone from hydrochlorothiazide to
hydrocholorothiazide and aldomet. This is a favorite combination. Twenty-five percent
of our hypertensives that were well controlled, were controlled on hydrochlorothiazide
alone. Forty-one percent of our hypertensives that were well controlled were controlled
on a combination of hydrochlorothiazide and aldomet, 9 percent were on hydrocholro
thiazide and reserpine, and 5 percent were on hydrocholorthiazide and hydralazine, and
another 5 percent were on hydrochlorothiazide and guanethidine. We added all this up
and found that 86 percent of the people that were well controlled were controlled on
only two drugs.
I wish that more of our physicians had prescribed hydrocholorthiazide and reserpine
first, because I would think that would be an ideal combination if you could make it work.
You can combine the two drugs in one pill and just give it to the patient once a day, which
ought to give you your best compliance.
Several other things became apparent when we read through the charts at the medical
center. We found out, for instance, that, during the first four or five years of our operation,
very few blood pressures were recorded on the charts in the general clinic. If a patient didn't
come in saying, "I've got high blood pressure," they didn't get their blood pressure checked,
unless they came inin shock, or we were looking for hypertension.
I found that this started to improve later on as people began to realize the importance
of controlling hypertension. After all, in our population group you don't see too many
myocardial infarctions, you don't see too many strokes. This is just a fact. Therefore,
your motivation to look for hypertension is not as high as it would be in other population
groups.
I also tried to determine from the charts the sequelae of hypertension among our
patients. This was kind of difficult to do sometimes. Of 152 hypertensives I had some
79 patients without sequelae, as best I could determine from the chart, or about 52 per
cent. Some 41 patients had probable sequelae of hypertension, or about 27 percent.
Then there are another peculiar two or three people - it really was difficult to tell. They
had congestive heart failure, they had a big heart, and they had hypertension; but if you
read through their records, you will find that they only had hypertension for maybe six
months before they went into congestive heart failure. Their heart was grossly enlarged.
When you did an echocardiograph you discovered they had terrible ejection fractions;
they had dilated, baggy hearts.
Then there was one individual of these three that actually had no hypertension until
after he developed his myocarditis. So one could assume that the congestive heart failure
of these people was not due to their hypertension but the hypertension was a secondary
feature of their congestive heart, and you had better watch out for this because it happens
every now and then.
So we end up with 11 people with ischemic heart disease, which is about 7 percent,
and that is an all-time high for us in our particular population. Actually, only one of
these had acute myocardial infarction, which is a little unusual. Most of these were people
with an enlarged heart, with an abnormal EKG.
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It is interesting that in the case of the patient with acute myocardial infarction,
the diagnosis of hypertension was made for the first time when he came over with an
acute myocardial infarction, which I suppose doesn't speak too well for the screening
program. Maybe we should have picked it up sooner. There is no doubt about him
having hypertension because after h is myocardial infarction went away, he still had
hypertension. He came in with 180 over 120.
As I said, 9 percent of these people had an enlarged heart, presumably due to
hypertension. Some four people had actual overt congestive hearts due to hyper
tension. We had 15 people that had cerebrovascular accidents (CVAs), or about
9 percent. When you compare this figure with data from Sokoloff and Perloff, you
will find that of their mild hypertensives, 22 percent in our population had CVAs
as opposed to 13 percent in their group. It makes you wonder if indeed we are dealing
with a different population from Sokoloff's and Perl off's. These were untreated hyper
tensives in Sokoloff's group. They had them on a little reserpine and that was about it.
Two of the people had arterial insufficiency. One of these, I know, was an inve
terate cigarette smoker, which is unusual among the Navajo. Five of these people, or
3 percent"had renal damage as evidenced by renal failure, for the most part, or reduced
creatinine clearances.
Of the 15 patients with CVAs, four were diagnosed as hypertensive at the time of
admission. Hypertension was not secondary to CVA because it persisted afterwards
for some months and years. So possibly, at least four of these cases of CVAs could
have been prevented.
We had seven deaths, which is about 41 percent of the population, as compared
with Sokoloff's group in which 10 percent died in the mild hypertensive group at the
end of three years. Of our four deaths, actually one of them had Kimmelstiel-Wilson
disease with renal failure, and we can't really attribute the cause of death to hyper
tension. One had renal failure, secondary chronic glomerulonephritis, and you can't
attribute that death to hypertension either. One actually died in pulmonary edema
from hypertensive cardiovascular disease. So actually we had only one death due to
hypertension.
I would suggest that our population is different. Control of hypertension is not
an all or nothing proposition. You don't either absolutely go all the way, or do nothing
about it. I think probably every group ought to evaluate how much of a problem its
hypertension is in comparison with its other health problems and then direct their
attention appropriately.
I would suggest that this type of study can be done in any clinic or any Indian
hospital with a clinic. It will give you some sort of idea as to how much of a problem
the hypertension is, and give you some idea as to where you get started, and how much
effort you put into it.
I am not happy with our control rate. I think the only way this could have been
improved is to go about it the same way you do with tuberculosis (TB) control. In
other words, you have a TB control clerk and a TB clinic; you have a hypertension
control clerk and a hypertension clinic. Since hypertension is not a major threat to
health in our population I would suggest that maybe, in most Indian communities,
what we ought to have is a chronic diseas~ clerk who follows and keeps a tickler file
on all hypertensives, all diabetics, all the people that have had acute rheumatic fever
and have got to keep up on their penicillin shots, all the people with chronic rheuma
tic heart disease, all the people that have had prosthetic valves put in, all those with
pacemakers. These are the people that can get into trouble, but they are relatively
asymptomatic and they are tough to follow because of it.
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I would agree with the concept of using paramedical personnel; they are-probably
more enthusiastic than doctors. Dr. Frank Finnerty finds they do a better job than
doctors in following hypertensives, and I am convinced they do. So I thin k this is the
direction in which we ought to go.
Every area has got to decide how it wants to set its own priorities and how important
the control of hypertension is, as opposed to control of other major health problems,
like alcoholism.
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